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NEW !—BOCKUS’ GASTRO-ENTEROLOGY 


A THREE VOLUME WORK—VOLUME I, JUST READY!—It is no overstatement 
to say that this brand new work is easily one of the most valuable and outstanding 
works on gastro-intestinal diseases to appear in English or any other language. 

Written by Dr. Henry L. Bockus, Professor of Gastro-enterology at the University of 
Pennsylvania Graduate School of Medicine, it covers the entire field of gastro-enterology 
and does it so completely, so specifically and so pointedly that answers to both the 
practitioner’s and specialist’s problems are virtually at your fingertips. 

VOLUME I IS JUST OFF PRESS! It deals with the Esophagus and Stomach, cover- 
ing anatomy and physiology, the latest approved methods of physical and laboratory 
examination, diagnosis, significance of symptoms, complete treatments, etc. Outstanding 
is the magnificent section—a monograph in itself—of more than 300 pages on Peptic 
Ulcer and also the important discussion of Gastritis. 

Volume II, which will be ready very soon, takes up the Small and Large Intestine and 
Peritoneum. Volume III will deal with the Liver, Biliary Tract, Pancreas, and Second- 
ary Gastro-intestinal Disorders. Three volumes and Separate Index, totalling approxi- 
mately 2150 pages, well illustrated, $35.00 the set. 


Send orders to 


J. A. MAJORS COMPANY 


New Orleans Dallas 


Ophthalmic Ointments by “Mesco” 


Yes, ““MESCO” is a name that has been known for forty-three years as 
the founder of Ophthalmic Ointment practice via the pointed tip tube. 


Pioneering has all along been a “MESCO” habit in this field. “MESCO” 
was first with the practice of stenciling the tube content control number 
in the base of each tube protecting by this identification all those who 
might use it throughout it’s life. 

“MESCO” not only offers the profession the most complete list of 
Ophthalmic Ointments to be had, but also offers a special formula de- 
partment which is second to none. 

We invite you to drop us a line, and when you prescribe jot down 
““MESCO.” 


MANHATTAN EYE SALVE CO., INC. | LOUISVILLE, KY. 
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just published 


HOWLES’ 


SYNOPSIS OF 


CLINICAL SYPHILIS 


By JAMES KIRBY HOWLES, B.S., M.D., M.M.S., Professor 
of Dermatology and Syphilology, and Director of the Depart- 
ment, Louisiana State University School of Medicine. 609 pages, 
121 illustrations, 2 color plates. PRICE, $6.00. 


CONTENTS 


Pathologic Process and Other General Considera- 
tions of Syphilis. Primary Stage of Acquired 
Syphilis. Seconda:y (Cutaneous) Stage of Acquired 
Syphilis. Latent (Symptomatic) Stage cf Ac- 
quired Syphilis. Tertiary Cutaneous Lesions of 
Acquired Syphilis. Clinical Diagnosis of Syphilis. 
Laboratory Diagnosis of Syphilis. Therapy of 
Acquired Syphilis. Prognosis in Syphilis. Ac- 
quired Syphilis of the Mucous Membranes. Of 
the Cutaneous Appendages. Of the Eye (Exclu- 
sive of Central Nervous System Involvement). Of 
the Ear (Exclusive of Central Nervous Syst2m In- 
volvement). Of the Respiratory System. Of the 
Cardiovascular System. Of the Gastro-intestinal 
Tract. Of the Liver end Biliary Tract. Pancreas 
and Spleen. Of the Genitourinary Tract (Exclu- 
sive of Central Nervous System Involvment). Of 
the Skeletal System (Including the Bones, Joints, 
Bursae and Muscles). Of the Central Nervous 
System (Including Syphilis of the Peripheral 
Nerves and Miscellaneous Nervous States). Of the 
Endocrine Glands. Epidemiology of Syphilis (In- 
cluding Conjugal Syphilis). Syphilis and Preg- 
nancy. Congenital (Prenatal) Syphilis. Organi- 
zation of the Syphilis Clinic (Including Its Social 
Service Aspects). Historical Note. References. 


In recognition of the need for a book epitomizing 
the subject of syphilis, covering it adequately yet 
concisely, Howles’ “SYNOPSIS OF CLINICAL 
SYPHILIS” has been published. Like other Mosby 
Synopsis Volumes, Howles’ book offers you im- 
mediate, succinct, ILLUSTRATED information 
on almost any phase of its subject. 


Necessarily, because of the wide range this topic 
involves, its compression into synopsis form has 
required strict adherence to an outline of presenta- 
tion,*and some omission—but not at the expense 
of completeness. “SYNOPSIS OF CLINICAL 
SYPHILIS” will meet your needs, serve your pur- 
poses, by providing clear, accurat2 information on 
the everyday problems in syphilis which the prac- 


ticing physician encounters. 


There should be an up-to-date syphilis text in 
your library—why not make it Howles’? Use the 


coupon below to o-der today. 


Mail Coupon Today 


THE C. V. MOSBY COMPANY 
3525 Pine Blvd., St. Louis, Mo. 


Gentlemen: Send me Howles’ SYNOPSIS OF CLINIC AL SYPHILIS, price, $6.00. 


Attached is my check. 


Charge my account. 
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Woman's work 


EVERYWHERE women are carrying a wartime load 
—the doctor’s wife with absent spouse—the nurse 
doing double duty while her colleague serves in a 
foreign land—the girl who does a man’s work in 
industry to free another fighter for the United 
Nations. 

In times like these the Lilly tradition of quality 
is appreciated more than ever by those who are 
responsible for Lilly products. Meticulous methods 
of standardization, production, and inspection are 
so much a part of the Lilly structure that new 
workers quickly sense their obligation to carry on 
no less efficiently than the men they have replaced. 


Eur Litty anp CoMPANY ¢ INDIANAPOLIS, INDIANA, U. S. A. 


August 1943 
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NUTRITIONAL DEFICIENCIES 


By John B. Youmans, M.D. 


Professor of Medicine and Director of Post-graduate Instruc- 


tion, Vanderbilt University Medical School, Nashville. 


ONLY 18 months since this valuable and timely book first appeared . . . and 
now a new 2nd edition assures inclusion of all significant up-to-the-minute 
information on the clinical manifestations of nutritional 

deficiencies. Important new material includes 
changes in the eye in vitamin A deficiency and the use 
of blood vitamin A determinations . . . sections on 
diagnosis of thiamin, nicotinic acid, and vitamin C 
deficiency largely rewritten ... method for de- 
termining pyruvic acid in the blood added .. . a 
new table included of the recommended allow- 
ances of the Food and Nutrition Board of the 
National Research Council. The new edition is so 
important that it is soon to be translated into 
Portuguese and Spanish. Dr. David L. Thom. 
son of McGill University says: “The book 
may be recommended as a reliable and con- 
servative guide, especially intended for and 
useful to general practitioners of medi- 

cine.” Send for your copy today! 


389 Pages - 16 Illustrations - $5. 


SM8 


2 B. LIP P IN COTT COMP ANY E. Washington Sq., Phila. 5, Pa. 


Please send me Youmans’ “Nutritional Deficiencies” ($5.) 


[_] Check enclosed [] Send C. O. D. (_] Charge my account 
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No food (except breast milk) is more highly regarded 
than Similac for feeding the very young, small twins, 
prematures, or infants who have suffered a digestive 


upset. Similac is satisfactory in these special cases 
simply because it resembles breast milk so closely, and 
normal babies thrive on it for the same reason. This 
similarity to breast milk is definitely desirable — from 


birth until weanin 


A powdered modified milk product especially prepared for infant feed- 
ing, made from tuberculin tested cow's milk (casein modified) from 
which part of the butterfat is removed and to which has been added 
lactose, olive oil, coconut oil, corn oil, and cod liver oil concentrate. 


“AMERICAN 
MEDICAL 
Assn 


avy WAR Bones! 


One level tablespoon of Similac powder added to two ounces of water 
makes two fluid ounces of Similac. This is the normal mixture and the 
caloric value is approximately 20 calories per fluid ounce. 


M&R DIETETIC LABORATORIES, INC. ° COLUMBUS, OHIO 


4 

SIMIVACIS 
d : a. 

, 

| 
: 
= 
= 
- 
we 4 


Vol. 36 No. 8 SOUTHERN MEDICAL JOURNAL 


A notably effective 


prophylactic and therapeutic agent for acute, 


infectious diarrhea 


Appella Apple Powder 


APPE LLA 4 i Available in 7-0z. cans 
Apple ender Sor prescription use; and in 
20-0%. cans for hospital use. 


SS Since 1855... ESSENTIALS OF THE PHYSICIAN’S ARMAMENTARIUM 


NEW YORK KANSAS CITY DETROIT, MICH. SAN FRANCISCO WINDSOR, ONTARIO 


SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 
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Highly efficacious vitamin A preparation including 
carotene (pro-vitamin A). Biological activity uniquely 
protected with mixed tocopherols. 


For use as a supplement for infants or adults, and 
for the treatment of frank deficiencies of vitamin A. 


Since there is abundant evidence in nature that both 
carotene and vitamin A are essential, CARITOL, 
combining these two, is the preparation of choice 
when vitamin A is required for therapy or as 2 
dietary supplement for infants and adults. 


Experience shows that mixed tocopherols will pro- CARITOL? Leoeeles SMACO®, 
tect the vitamin A potency before and throughout 


the period of administration, in the intestinal tract, SMACO, bottles of 100 
and chat they aid in the protection of vitamin A CARITOL with Vitamin D Liquid 
stores in the liver. SMACO, bottles of 10 cc. 


Literature and trial quantities upon request. 
Copyright, 1943 by S. M. A. Corporation, Chicago, Illinois *Trademark Reg. U. S. Pat. Of. 
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%*& SUPRARENAL CONCENTRATE ARMOUR is pre- 
pared by the extraction of the entire suprarenal gland. The 


Hay Fever 


R é L 1e ve L he This makes it possible to administer appreciable oral doses 


even to sensitive patients without causing undue systemic 
or local disturbances. 

M. ucosa [ Clinically, SUPRARENAL CONCENTRATE ARMOUR 
seems to influence vascular permeability in that a drying 
and shrinking effect is exerted on pale, soggy mucous } 

* membrane. It is the dehydrating properties chiefly which q 
Weeping make Suprarenal Concentrate useful in the treatment of 
hay fever and other allergic conditions where a dehydrat- 
ing effect is desired. 
SUPRARENAL CONCENTRATE ARMOUR does not 
cure hay fever, but under its influence, alone or in con- 
K junction with other medication, the patient is usually able 
to sleep better due to lessened nasal disturbance, and may 


go through the hay fever season without the discomfort, 
Vo fatigue and loss of weight usually experienced. 
Dosage: Two capsules 3 or 4 times daily until relief is 
attained; then reduce to required maintenance — usually 
eats one capsule three times daily. 


Have confidence in the preparation 
you prescribe . . . specify ARMOUR 


For Excellence THE ARMOUR LABORATORIES, 


in War Production CHICAGO, ILLINOIS 
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THREE NUTRITIONAL ESSENTIALS 
FOR THE GROWING CHILD 


“At least 3 nutritional essentials deserve special emphasis in childhood, 
viz., vitamin D, protein and calcium. 


“Vitamin D is required throughout the growth period, a fact extensively 
overlooked. Milk, as our only constant good food source of calcium, is 
not taken in sufficient quantity by a large number of children. 


“Protein deficiency is 
much more common 
than is generally real- 
ized. 


“A diet adequate in pro- 
tein cannot be arranged 
fortuitously without the 
addition of milk.”* 


All of these basic food 
requirements are supplied 
in pleasant-tasting, easily 
digested Horlick’s Forti- 
fied (full cream milk, 
malted barley and wheat 
nutrients, added main- 
tenance doses of A, Bi, D 
and more than 50% of 
G). 

NOTE: Horlick’s is delicious 

whether prepared with milk 

or with water. 


Also ideal for between-meals’ 
feeding—Horlick’s Tablets— 
available in conveniently car- 
ried (25c) oval flasks. 


*Jeans, P. C.: Handbook of Nu- 
trition XIX, J.A.M.A., (Nov. 21) 
1942, p. 921. 


Recommend 


HORLICKS 
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ANATOMY OF PREGNANCY 


This series of life-size sculptured models 
was executed for S. H. Camp & Company 
by Charlotte S. Holt 


4 Lunar Months—Abdominal protrusion beginning. 
Uterus becomes abdominal organ. Fundus 4 cm. 
below umbilicus. Approximate time of quickening. 
Normal visceral relationship. No appreciable change 
in body mechanics. 


7 Lunar Months—Beginning tension on recti. Uterine 
fundus 5.5 cm. above umbilicus. Cephalic presenta- 
tion determined. Visceral displacement (upward and 
lateral). Lumbar and dorsal curves increased. Relaxa- 
tion of sacro-iliac and pubic joints. 


10 Lunar Months—Overdistension of recti and diasta- 
sis are obvious. Fetus and placenta fully developed. 
Head engaging (L.O.P.). Marked visceral displace- 
ment (upward and lateral). Marked lumbar lordosis 
“pride of pregnancy.” Relaxation of pelvic joints. 


ANATOMICAL SUPPORTS 


S. H. CAMP & COMPANY * Jackson, Michigan 


Offices in CHICAGO + NEW YORK 
WINDSOR, ONTARIO » LONDON, ENGLAND 


World’s Largest Manufacturers of Anatomical Supports 


9 
— 
y / 
<= 
—_ | 
ON Pp 
4 


10 SOUTHERN MEDICAL JOURNAL August 1943 


Micro-analytical Appara- 
tus for the Determination 
of the Precise Chemical 
Composition of Material 


Brought 
FLORAQUIN 


TO YOUR ARMAMENTARIUM 


The efficient (restorative) treatment for vaginal leu- 
korrheas as provided in Floraquin was developed in 
the Searle Research Laboratories after years of pains- 
taking research. 

In the many forms of vaginal infection, Floraquin 
affords permanent and lasting relief, without rein- 
fection. | 

Floraquin not only destroys Trichomonas vaginalis 
and other offending organisms, but restores mucosal 
glycogen and the vaginal pH toa physiologic level and 
promotes growth of the normal bacterial flora. 


For Office Insufflation: Floraquin Powder. Bottles of 1 oz. 
and 8 oz. 
For Home Routine: Floraquin Tablets. Boxes of 24 tablets. 


BONDS OR 


c6-o-SEARLE eco. BONDRGE 


ETHICAL PHARMACEUTICALS SINCE 1688 wwicw 00 YOU prerea 


CHICAGO 
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With all its pleasures,“the good _ control of diarrhea is ensured 
old summertime” leads all the with Kaomagma. 

seasons in gastrointestinal up- Many physicians prescribe 
sets and diarrheas. Kaomagma to be included as 
an important unit in the vaca- 
tion kits of patients bound for 
isolated vacation spots. Giving 
directions for its use at the first 
indication of diarrhea, these 
doctors provide immediate pro- 
tection which their patients 
need until they are able to re- 
turn for proper follow-up and 
Whatever the cause, prompt specific therapy. 


Kaomagma and Kaomagma with Mineral Oil are supplied in 12-fluidounce betties. 


Vacations, outings and picnics 
with their dietary indiscre- 
tions, changes from accustomed 
food and water supplies, 
bacterial coniamination, all 
may be responsible for se- 
vere diarrhea during summer 
months. 


At the Onset. . . Administer 
two tablespoonfuls of Kaomag- 


; ma Plain, in a little water— 
And follow this with one table- 
spoonful of Kaomagma Plain, 
after every bowel movement— 
Then . . . when stools become 

Ii, A one A. 
‘ul of Kaomagma with Miner- 
fi on may be indicated three 
times daily. 
*Reg. U.S. Pat. Off. 
JOUN WYETH & BROTHER INCORPORATED, PHILADELPHIA PA 
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Asa middle-aged man passes into the climacteric, he 


may be disturbed by such symptoms as “intense subjective nervous- 
ness, definite emotional instability characterized by irritability, sud- 
den changes in mood, decreased memory and ability for mental con- 
centration, decreased interest in the usual activities, a desire to be left 
alone, . . .” (Werner, A. A., J.A.M.A., 1939, 112:144). When your 
patient is in these climacteric doldrums, try Neo-Hombreol (testosterone 
propionate “Roche-Organon’), the potent male sex hormone derivative 
—parenterally, 5 to 25 mg of Neo-Hombreol by intramuscular injection 
2 to 3 times a week. For oral therapy, a suggested prescription is 30 
Neo-Hombreol (M) Tablets (methyl testosterone “Roche-Organon’) as 
follows: 5 tablets daily for 2 days, 4 tablets daily for 2:more days, finally 
2 tablets daily for 6 days. The schedule may be adjusted and repeated 
as desired; higher doses within a comfortable safety margin may be given. 


A NEO-HOMBREOL 
“Roche-Organon’ 


ROCHE-ORGANON, INC. + ROCHE NUTLEY, N. J. 
IN CANADA: ROCHE-ORGANON {(CA.NADA): LIDS MONTREAL 


August 1943 
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Find the unrecognized tuberculosis 


in your practice with 


TUBERCULIN PATCH TEST 


[VOLLMER] 


Sederle 


ITH THE THREAT Of tuberculosis increasing 
in wartime, it is important to have avail- 
able a simple, easy case-finding procedure. 
Tuberculin Patch 
Test (Vollmer) was in- 
troduced by Lederle in 
1937. Since then the 
curve of demand for 
this diagnostic agent 
has shown a steady rise, 
and its use in public 
screening campaigns has become widespread. 
The Patch Test has achieved recognition 
because of its— 


*SIMPLICITY OF APPLICATION; 

® RELIABILITY; 

® READY ACCEPTANCE BY BOTH CHILDREN 
AND ADULTS. 


Keep a supply in your office—use it frequently 
—you will be surprised at the number of sus- 
pects you uncover. Send for samples and 
literature. 


PACKAGES: 
I test 

10 tests 
100 tests 


Buy War Bonps 


LEDERLE LABORATORIES, Inc., NEW YORK, N.Y. A UNIT OF AMERICAN CYANAMID COMPANY 
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KAOPECTATE 


@In diarrhea due to nonspecific infection, contaminated food 
or water, and even bacillary dysentery, Kaopectate is employed 
primarily to remove the etiologic toxin or bacteria by physical 
adsorption. At the same time, Kaopectate soothes the irritated 
intestinal mucosa, protectively coats it to prevent further in- 
sult, and produces a formed stool within which the adsorbed 
toxin or bacteria is entrapped and carried off. 

Kaopectate is a suspension of highly adsorptive colloidal 
kaolin specially prepared with apple pectin (calcium poly- 
galacturonate) in a palatable carminative vehicle. Kaopectate 
affords therapeutically sound relief from symptoms with physi- 


cal removal of the causative micro-organisms or toxin in 


most infectious and toxic cases. 


KAOP ECTATE ... available in 10 ounce bottles 


Each fluidounce contains: 


(Equivalent to the pectin content of about 114 ounces of fresh apple pulp) 


In an agreeably aromatized and carminative vehicle 


KALAMATOO. MICHIGAN 


Help finish the job sooner... BUY WAR BONDS for Victory 
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A PROGRAM OF REM 


IN PLANNING an outline of treatment for the 
patient with chronic arthritis, the systemic na- 
ture of the disease should be given full con- 
sideration. 


Ertronization is a systemic therapy. The gradual, 
steady improvement obtained with ERTRON 
indicates its systemic action. 


It is generally agreed that analgesic medication 
may often be indicated during the course of 
Ertronization, and physical therapy measures may 
be employed to advantage. The removal of foci 
and the regulation of diet are also important. 


In most of the investigations on the use of 
ERTRON in the treatment of chronic arthritis, 
no forms of therapy other than Ertronization were 
employed. This was done in order to demon- 
strate the true value of ERTRON in arthritis. 


However in a well- ammed program of rehabili- 


nation ‘of therapeutic measures’ ‘is “necessary for 
and quickest results. 


Ertronize the Arthritie 


ERTRON i is the: -only high potency, dietivated, 
vaporized ergosterol (Whittier Process)—made ~ 
only.in the distinctive two-color gelatin capsule. 


Average maintenance dose: 6 capsules:a day. 
Full outline of available on 
request. 
Supplied in bottles of 100 50 


ERTRON is promoted the medi- 
“cal profession. 
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Reeent Articles on ERTRON 
Available in Reprint Form 


If you desire any of the following reprints for 
your files, please check and mail us this page. 


Snyper, R. G. anp Sguires,.W. H.: A Preliminary 
Report on Activated Ergosterol, N. Y. St. Jl. Med., 
40:708-719, (May 1), 1940. 


Far ey, R. T., SprerRvinG, H. F. Anp KRAInEs, S. H.: 
A Five-Year Study of Arthritic Patients, Indus. 
Med., 10:341-352, (August), 1941. 


Wo tr, I. J.: Treatment of Rickets with a Single Mas- 
sive Dose of Vitamin D, Jl. Med. Soc. of N. J., 
38:436, (September), 1941. 


Krarka, J.: Vitamin D Therapy in Psoriasis, Jl. Med. 
Assn. of Ga., 30:398-400, (September), 1941. 


Snyper, R. G. anp Squires, W. H.: Follow-up Study 
of Arthritic Patients Treated with Activated Vapor- 
ized Sterol, N. Y. St. Jl. Med., 41:2332-2335, 
1), 1941. 


200° Cases of Chronic ‘Arthritis with Electrically 
Activated Vaporized Sterol Indus. 
1 :295-316, July), 1942. 


Sreck, 1. E.: Further Glinical in the 
Treatment of Arthritis with Vitamin ’D, St. 
Med. 38:440-443, (May), 1942.. 


Reynotps,’ C:: Comparative. ‘Therapeutic Value and 
Toxicity. of Various Types of Vitamin D; Journal- 
Lancet, 62: 372-375, (October), 1942. : 


‘LEVINTHAL, H. ann Locan, C:: The 
pedic and Medical Management of Arthritis, Jour- 
Lancet, 63: 48-50, (February), 1943. 


A’ Six-Year Stady of Arthritis Therapy, Ind: Med., 
12:291+297, (May), 1943.45 


‘Reg. 'S. Pat. Of.” 
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TAXES 
TO BE REPAID WITH INTEREST 


Purchase of United States War Bonds is a vitally necessary 
and uniquely desirable form of self-taxation— Necessary to 
help pay the gigantic cost of our war effort; Desirable, be- 
cause these taxes will be repaid in full and with interest. 


Put at least Ten Per Cent of your income 


in War Bonds and 
© Protect the value of © Save now for the years 
your money by helping of peace which will follow 
prevent inflation. the war. 


(T IS NOT ONLY PATRIOTIC, BUT THE PLAINEST COMMON 
SENSE TO INVEST IN UNITED STATES WAR BONDS 


This space is donated by Sharp & Dohme, Pharmaceuticals and Mulford Biologicals, Philadelphia, Pa. 


a ‘the war and the victory of 
the United Nations. 
4 | 
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PROGRAM 


Baxter I ntravenous 


ADMINISTRATION 
PLASMA & SERUM 


uniform parenteral 
standard closure on all Baxter containers, 
. the interchangeability of accessories, and 

the similarity of all in can offer. 


PRODUCTS» OF 
BAXTER LABORATORIES 
Glenview, Iillineis + College Point, New York + Acton, Ontario + London, England 
PRODUCED AND DISTRIBUTED IN THE ELEVEN WESTERN STATES BY DON BAXTER, INC., GLENDALE, CALIFORNIA 
' Distributed east of the Rockies by 


AMERICAN. HOSPITAL SUPPLY CORPORATION 


CHICAGO « NEW YORK’ 


EACH WAR BOND you BUY IS * STEP TOWARD VICTORY 
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Gratifying Relief 


of distressing symptoms in CYSTITIS 
PYELONEPHRITIS 


PROSTATITIS 


The prompt symptomatic relief provided by Pyridium is 

extremely gratifying to the patient suffering with distressing URETHRITIS 
urinary symptoms such as painful, urgent, and frequent 
urination, tenesmus, and irritation of the urogenital mucosa... 


Clinical experience extending over more than a decade, as 
reported in the published literature on Pyridium, testifies 


PYRIDILIM 


Pyridium is convenient to admin- 
ister, and may be used safely pyridine mouo-nydrochlovide) - 
throughout the course of cystitis, 
pyelonephritis, prostatitis, and 
urethritis. The average oral dose is 
2 tablets t.id. 


MERCK & Co., Inc. Manufacturing Chemists RAHWAY, N. J. 
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H.. that Fortresses and Lightnings are in the 
air it would be just as short-sighted to fly the channel in 
Bleriot’s plane as it is to stay with “bile salts and cathartics” 
in attacking biliary stasis. 

Modern, chemically pure substances of specific, 
predictable action for bile stimulation and bile substitution 
are provided in dehydrocholic and desoxycholic acids. Dehy- 
drocholic (Triketocholanic) acid flushes the bile ducts by more 
than doubling the volume of fluid bile from the liver. Desoxy- 
cholic acid activates the fat-splitting enzyme in the pancreas 
and blood. 

These major bile acids may be had in one con- 
venient, potent preparation—It is 


tablet form 


in bottles of 
100 — 500 
and 1000. 


George A. Breon e«. Company 


KANSAS CITY, MO. 
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Due to the chronicity of hypertension, 
the object of medical treatment is to 
produce gradual and prolonged vaso- 
dilation, with a resultant steady lower- 
ing of the systolic and diastolic pres- 
sures. 

A non-toxic nitrate derivative which 
meets the requirements of gradual, ex- 
tended action is mannitol hexanitrate, 
available for clinical use under the 
name of Nitranitol. 

The prolonged vasodilating action 
of mannitol hexanitrate as compared 


SOUTHERN MEDICAL JOURNAL 


PROLONGED VASCULAR RELAXATION WITH 


NITRANITOL 


Brand of Mannitol Hexanitrate 
in Hypertension 


with other hypotensors is best shown 
by the following table based on results 
of the work of Matthew, as summa- 
rized by Sollman. (Manual of Pharma- 
cology, Philadelphia, W. B. Saunders 
& Co., 1942, p. 518) 


DRUG 


Presere | 


Spir | 2- 2 | 25-30 


Sodium nitrite | 2-3 32 

| 
Lrythrity! fetranitrate 35 
Mannitol hexanitrate 35 


[oosace EXTENT OF FALL | REACHING AND RETURNING FROM MAXIMAL FALL 88 MAXIMAL FALL MAINTAINED EB 


Nitranitol is prepared in the form of 
scored tablets, each containing 4 gr. 
mannitol hexanitrate. Average dosage 
is one or two tablets every 4 to 6 hours. 
Available at prescription pharmacies 
in bottles of 100. 


NITRANITOL 
WITH PHENOBARBITAL 
A combination product containing 
¥4 gr. mannitol hexanitrate and \ gr. 
phenobarbital. Scored tablets in bot- 
tles of 100. 


Trade Mark “‘Nitranitol” 
Reg. U. S. Pat. Off. 


ELL COMPANY 


CINCINNATI, 


August 1943 
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LIVER, 


Merile Solute ue 


OH 


Me, 
tie. 


Liver Extract U.S.P 


HEPLIN BIOLOGICAL LABORATORIES, 


Favorable hematopoietic re- 
sponse is observed with paren- 
teral use of this sterile, purified, 
clinically-assayed liver solution. 
CHEPLIN’S U.S.P. approved in- 
jectable LIVER EXTRACT gives 
the degree of reticulocyte re- 


sponse and erythrocytic matu- 
ration desired in treating per- 
nicious anemia in relapse. Also 
supplied for maintenance of re- 
stored blood levels in pernicious 
anemia and in treatment of cer- 
tain other macrocytic anemias. 


Literature on request. 


LIVER EXTRACT U.S.P. supplied in: 


2.5 U.S.P. injectable units per cc. in 2ec. ampules, 
10 ec., 30 ce. and 60 ce. vials. 

10 U.S.P. injectable units per cc. in lfee., 5ee., 

10 ce. and 30 ce. vials. 


“Syracuse, 
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‘During and Pregnancy 


The maintenance and restoration of adequate 
hemoglobin levels in pregnancy, postpartum 
and lactation are of paramount importance. Precautionary 
measures to avoid deficiency anemias should 
include reliable iron medication. Thus, iron reserves 
needed by mother and child can be 
satisfactorily provided by the administration of specially 
prepared iron (easily assimilated ferrous sulphate— 

plain or with liver concentrate) incorporated in . 


Hematinic Vlastules’ 


THE BOVININE COMPANY * CHICAGO 
*Reg. U.S. Pat. Off. ©1943 The Bovinine Co. 


TRADE-MARK 
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p 0 N Te P 0 | N FREEDOM FROM TOXICITY 
y IN THERAPEUTIC DOSES 
The resultant smaller dosage of mandelic 
M A N DE L A Mi N E acid and methenamine in Mandelamine 
virtually eliminates the by-effects which 


are common when either one of these com- 
ponents is used individually. 


meets the test 


; of an ideal ee TO URINARY TRACT MUCOSA 


URINARY ANTISEPTIC 


FREEDOM FROM IRRITATION 


Mandelamine is well tolerated . . . both 
systemically and locally. 


of BACTERICIDAL ACTION 


The rapidly effective bactericidal action 
of Mandelamine has been confirmed by 
more than two years of controlled clinical 
investigation, and an extended period cf 
prescription use. 


EXCRETION OF SUBSTANCE In addition to these important advantages, 
UNCHANGED BY THE KIDNEYS Mandelamine offers convenience of ad- 


ministraticn through elimination of the 
Mandelamine is excreted unchanged by the need for routine urinary pH control, 
kidneys, thereby assuring sufficient concentra- accessory acidification, adjustment of fluid 
tion to exert antiseptic action. intake, and dietary regulation. 


CHEMICAL STABILITY 
Mandelamine is chemically stable. 


*As stipulated by Wesson, M. L.: West. J. Surg., Dec. 1941. 


Reg. U. S. Pat. Off. (Methenamine Mandelaté) 


Supplied in enteric coated tablets of 0.25 
Gm. each, sanitaped, in packages of 120, 
500 and 1000. 


NEPERA CHEMICAL CO. INC. 
21 Gray Oaks Avenue, Yonkers 2, N. Y. 
sample of Mandelamine. 


NEPERA CHEMICAL CO. INC. 


pe, 
Manufacturing Chemists YONKERS, New York 
mic 
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Unless protective steps are taken, certain 
patients are almost bound to develop 
some degree of multiple vitamin de- 
ficiency. 

A completely adequate diet in preg- 
nancy and lactation is often impractical 
when gastric distress or anorexia impair 
dietary intake. 

Following major surgery, restricted 
diet and the prolonged use of parenteral 
fluids are frequent causes of ,multiple 
avitaminosis. 

Chronic gastrointestinal disorders as- 
sociated with impaired digestion and 
absorption, inevitably give rise to nutri- 
tional failures. The increased metabolic 
demands of the febrile patient and the 
anorexia of the convalescent are similar 
indications for dietary reinforcement. 

White’s Neo Multi-Vi Capsules are 
formulated to provide a good safety 


margin beyond daily minimum require- 
ments of every known vitamin, yet not 
wastefully in excess of the patient’s needs 


or ability to utilize. 


WHITE’S NEO MULTI-VI CAPSULES 


Each capsule contains: 


Supplied in bottles of 25, 100, 500, 1000 
and 5000 capsules. Ethically promoted 
—not advertised to the laity. White 
Laboratories, Inc., Pharmaceutical 
Manufacturers, Newark 7, N. J. 


WHITE'S MULTI-Vi CAPSULES 
ficiencies and p i i 


Bottles of 25,100, 500, 1000 and rons 


August 1943 


F 
Thiamine Hydrochloride, U.S.P...............1.S me. 
Pyridoxine amg. 
Calcium Pantothenate.......................1 mg. 
Ascorbic Acid, mg. 
PRESCRIPTION 
‘wee 
AN 
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IN THE TREATMENT OF ANGINA 


SUMMIT, NEW JERSEY 
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An 


Important 
Contribution to 


BILE ACID THERAPY 


TRIKETOL is a distinct laboratory achievement representing years of original research 
in bile derivative chemistry. This research culminated in the production, byproper 
oxidation, of crystalline-pure, therapeutic bile acids, free from toxic, irritating contami- 
nants inherent in crude bile. New formulations plus new equipment, of original design, 
contribute greatly to the exclusive ENDO method of producing TRIKETOL. -y 

Exhibiting the two essential bile acids—dehydrocholic 
and dehydrodesoxycholic—at maximum therapeutic effi- 
ciency, TRIKETOL is indicated wherever an active 
hydrocholeretic and cholegenic is appropriate, as in 
chronic cholecystitis, biliary stasis and other hepato- 
biliary disorders. 

Moreover, its ability to increase production of bile a 
(and in subsequent secretion as thin, limpid bile) is prov- in 
ing highly effective in the management of constipation 
due to biliary stasis. 


Trade Mark 


Available in bottles of 40 and Se 
100 tablets, 334 grains each, 
at prescription pharmacies. 


NEW YORK 


HILL, 


ENDO PRODUCTS, |INC., RICHMOND 
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SPIES,’ JOLLIFFE AND SMITH? report that in treating 
patients with deficiency disease they supply the water- 
soluble vitamins routinely by the use of a “basic for- 
mula.” To quote Spies*—"‘It is better to prescribe too 
much than too little, too soon rather than too late... . 
In treating the clinical syndromes of beri-beri, pellegra, 
riboflavin deficiency and scurvy, we use a formula con- 
taining 10 mg. thiamine, 50 mg. niacin, 5 mg. riboflavin 
and 75 mg. ascorbic acid. If the symptoms of one defi- 
ciency predominate we add to the basic formula more of 
the vitamin specific for the predominating deficiency ™ 

1 Spies, T. D.: M. Clin. North America 27:273, March 1943. 

2 Jolliffe, N., and Smith, James J.: M. Clin. North America 27:567, 


March 1943. 
3 Spies, T. D.: J. A. M. A. 122:497, June 19, 1943. 


For Generalized Vitamin Deficiencies 
Optimal Multivitamin Supplementation in one capsule daily. 


Low cost to patient * High potency * A name easy toremember| LOW Cost to Patient 
5) High Potency 
| 

Es A Name Easy to Remember 

<A 

| 


= Supplied in ONE SQUIBB SPECIAL VITAMIN FORMULA CAPSULE 


the Committee on Food 
Council J.A.M.A. 116:2601, June 7, 1941 


U.S. Food and Drug Administration 


daily req 


For further information see your Squibb 
Professional Service Dept., 743 Fifth Avenue, New York 22, N. Y. 


ive or address 


SQUIBB & SONS, NEW YORK 
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y | For Severe Deficiencies of the water-soluble vitamins 
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— 
Squib Basie Formula ‘ 
Make this formula available 
to all physicians 

5000 800 2 mg. 3 mg. 75 mg. 20 mg. Vitara 
| 
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fle competent medical officers responsible 
for the health of our armed forces have 
seen to it that every soldier, sailor and marine 
will have the fullest protection against malaria 


that modern methods can afford. ATABRINE 


Protection includes prophylaxis and therapy ‘Trademark Reg. U. S. Pat. Of. & Canada 

with synthetic substitutes for quinine. Round 

the clock production, attuned to wartime needs, DINYDROCHLORIDE 

is making available Atabrine dihydrochloride in 

amounts heretofore believed beyond reach. Brand of 
QUINACRINE HYDROCHLORIDE 


The production of Atabrine dihydrochloride is 


greatly counteracting the pernicious activity of 
anophelines! 
This cherished 


symbol of distingvished 
service to our Country waves 
from the Winthrop flagstaff. 


Pharmaceuticals of merit for. the physician 


NEW YORK, N.Y. 
WINDSOR, ONT. 
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EQUALS 


CLINITEST 


TABLET METHOD 


For Detecting Sugar (glucose) in Urine 
A Copper Reduction Test 


A SIMPLE TECHNIC 

5 drops urine p/us 10 drops water p/us 1 Clinitest Tablet. 
NO HEATING NECESSARY 

No external heat is applied because Tablet generates 
own heat. 

No measuring, no liquids or powder to spill, no com- 
plex apparatus. 


Available through your prescription pharmacy or 
medical supply house. Write for full descriptive literature. 


EFFERVESCENT PRODUCTS, 


ELKHART, INDIANA. 


August 1942 
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Merpectogel presents the standard therapy for | 
Trichomonas and mixed vaginitis—an acid, a carbo- \ 
hydrate, and a germicide—in a mucilage which 

tenaciously adheres to the genital mucosa for 
twelve hours, and, with two applications daily, { 
provides for the first time the obvious advantages 
of permanent contact of the medication. 

The mucilage component of Merpectogel is Pectin 1 
jelly (5%), which is an acid (pH 3.1) and a carbo- y 
hydrate and provides these desirable therapeutic f 
elements. The germicide in Merpectogel is phenyl 
mercuric nitrate (1:24,000) which is exceptionally 
destructive to Trichomonas and other bacteria. 

Bickers, in 200 cases published in Virginia Medical 
Monthly (reprint available), reported consistent 
sterilization of the vagina in Trichomonas and 
mixed vaginitis following treatment with Mer- 
pectogel. The course of treatment is one applicator 
inserted twice daily for three weeks, continuing 
treatment during menstruation. 


Merpectogel is issued 
in plain tubes (3 4 oz.), 
with and without a va- 
ginal applicator. The 
label on the individual 


been stocked with 
Merpectogel. 


Wittiam p 7 Co Ine 
4 RICHMOND VIRoINia 

= 
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100 PILLS 


ANAYODIN 


AMEBACIDE 


Bischoff 


75 Grams 


NAVODIM ANAYVODIN 


 AMEBACIDE SMEBACIDE 


MEBIASIS 


Entamoeba histolytica in lu ner 
ind mucosa of the bowel. CONNECTICUT. 


1 
 histolyti coated pills of plied as enteric 
ica. Drugs of the ted pills of 4 grains each in’ 
proved espe of $0 and 100. Powder in 
valuable in treatment of of 25 and 100 grange 
ally fi fr t Vv are prac ve it itu 
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Saint Albans Sanatorium 
RADFORD, VA. 


A modern, ethical institution, fully equipped 
for the diagnosis, care and treatment of nerv- 
ous and mental diseases and selected addiction 
cases. 2,000 feet elevation. Rates reasonable. 
Occupational and Hydrotherapy Departments. 


JAMES P. KING, M.D. 
WILEY D. LEWIS, M.D. 
FRANK A. STRICKLER, M.D. 


ALLEN’S INVALID HOME 


MILLEDGEVILLE, GA. 
For the treatment of 


NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres — Buildings Brick, et — 
Comfortable — Convenient — Site High a: d Healthful 

eS W. ALLEN, M.D., Department = Men 

H. D. ALLEN, M.D., ‘Department for Women 

Terms Reasonable 


Established 1890 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


Physical Therapy 


Didactic lectures and active clinical applica- 
tion of all present-day methods of physical 
therapy in internal medicine, general and 
traumatic surgery, gynecology, urology, der- 
matology, neurology and pediatrics. Special 
demonstrations in minor electrosurgery, elec- 
trodiagnosis, fever therapy, hydrotherapy, 
including colonic therapy, light therapy. 


Roentgenology 


A comprehensive review of the physics and higher 
mathematics involved, film | interpretation, all 
standard 


and doses of radiation 
therapy, bee “x-ray and radium, standard and 
special fluoroscopic procedures. A review of 
dermatological _and tumors to 


roentgen therapy given, 

and dosage caniietion of treatments. Special at- 
tention is given to the newer diagnostic methods 
associated with the employment of contrast media 
such as bronchography with Lipiodol, aterosel- 
Pingography, visualization of cardiac chambers, peri- 
renal insufflation and myelography. Discussions 
covering roentgen departmental management are 
also included. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK CITY 
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The 


Cincinnati Sanitarium 


Inc. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
gap ot for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D. 
Charles Kiely, M.D. 


H. P. COLLINS, Business Manager Visiting Consultants 
Box No. 4, College Hill D. A. Johnston, M.D. 
CINCINNATI, OHIO Medical Director 


“*REST COTTAGE’’ College Hill, Cincinnati, Ohio 


ous cases, nutri- 
tional errors and 
convalescents. 


Zompletely equipped 
for hydrotherapy, 
massages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 


Charles Kiely, 
M.D. 
Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
Director 


H. P. Collins, 


Bus. x 
No. 4, College 
Hill, Cincinnati, 
Ohio 


P 
= 
_ 


+3 


et 


th, 


Vol. 36 No. 8 SOUTHERN MEDICAL JOURNAL 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 

Thoroughly d in and Eight departments—affordi classificati f patients. 
All cutside rooms, attractively furnished. Several bathrooms | with age on PAlso a 
the ey, sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 

= and = by an exparise of beautiful woodland. Ample provision made for diversion and helpful 
night and day nursing service maintain 


JAMES A. BECTON, MD., Physician-in-charge 


L: 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
S. N. BRINSON, M.D. WALTER R. WALLACE 
Medical Director Business Manager 


THE WALLACE SANITARIUOM 


For over thirty  & in successful operation; just eight miles from the heart of the city, in a quiet suburb, occupy- 
sixteen acres of beautiful grounds, this Sanitarium is especially equipped for the treatment of drug addiction, 


ing 
alcoholism, nervous, and mental disorders, the care of patients requiring metrazol and insulin therapy and is 


for convalescents. 
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3 THE TURNER - GOTTEN SANATORIUM 
MEMPHIS, TENNESSEE, Route 6, Box 288 

For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol Hi 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occup 1 and r sede 
the supervision of a train An ives individ i to each patient. 


C. C. TURNER, M.D., F.A.C. P., Neuropsychiatrist " NICHOLAS GOTTEN, M.D., F.A.C.S., Neurosurgeon 


WESTBROOK. 


SANATORIUM 


ESTABLISHED : RICHMOND, VIRGINIA 


For the Treatment of Nervous and Mental Disorders 
and Addictions to Alcohol and Drugs 
THE STAFF 


LITERATURE ON REQUEST 


DEPT. DEPT. 
JAS. K. HALL, M.D. PAUL V. ANDERSON, M.D. 
ASSOCIATES 
B. DARDEN, M.D. EDWARD WILLIAMS, M.D. 
sayest ALDERMAN, MD. REX BLANKINSHIP, M.D. 
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For Patients With 
Alcoholic Problems 


--The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 


CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 
cases, 


BRAWNER’S SANITARIUM 


Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 


Drug and —— Addictions 


proved di ic and hod 


Department for General Invalids and 


Special 
Senile Cases at Monthly Rates. 


JAMES N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, — 
partment for Men 
JAMES N. BRAWNER, tie M.D. 


Department for Women 


“In the Mountains of Meridian’ 
MERIDIAN, MISS. 


Diagnosis and Treatment of NERVOUS 
AND MENTAL DISEASES, ALCOHOLIC 
AND DRUG ADDICTIONS. Especially 
equipped for the treatment of MENTAL 
DISORDERS and those requiring ELEC. 
TRO-SHOCK THERAPY. nvalescents, 
elderly people and mild chronic mental 
cases also admitted. 


Write P. O. Box 106 or Telephone 524 


Dr. M. J. L. Hoye, Supt. 
Fellow of the American Psychiatric 
Association 


HOYE’S SANITARIUM 


i 
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HIGH OAKS 
SANATORIUM 


LEXINGTON, KENTUCKY 


Dr. Sprague’s Sanatorium 


An established private hospital of thirty beds which 
treats selected cases of mental or nervous illness, 
liquor or drug addictions, in surroundings sug- 
gesting a private home rather than an institution. 
Lovely large g d S building for men 
patients. All outside rooms. Generously ade- 
quate nursing care. Hydrotherapy. Active psycho- 


therapy individually applied. Psych lysis if 
indicated. Supervised occupation and recreation. 
Rates on li , according to accommodations 


PP 


desired. 
Address inquiries to: 
DR. GEORGE S. SPRAGUE, Supt. 
Telephone: 302 
Lexington, Kentucky 


St. Elizabeth’s Hospital 
Richmond, Virginia 


STAFF 
J. Shelton Horsley, M.D., Surgery and Gynecology 
Guy = Horsley, M.D., General Surgery and Proc- 
tology 

. Chapman M.D., Internal 

m. H. Hi M.D., in! 

Medicine 

Austin I. Dodson, M.D., Urology 
Charles M. Nelson, M.D., Urology 
Fred M. Hodges, M.D., Roentgenology 
L. O. Snead, M.D., Roentgenology 
R. A. Berger, MD. Roentgenology 
Helen Lorraine, Medical Illustration 


Visiting Staff 


J. Warthen, Jr., M.D., 
K. Dix, M.D., Internal Medicin 
P. Baker, M.D., Internal Medicine 
Il P. Gordon, Jr., M.D., Urology 
Howell F. Shannon, D.MD., Dental Surgery 


Administration 
N. E. PATE, Business Manager 
The operating rooms and all of the front bedrooms 
are P y air. 


School of Nursing 
0° ursing timore 
a course each in Pediatrics and 
Obstetrics. 


Address: Director of Nursing Education 


McGulIRE CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 
 « Medical and Surgical Staff .. . 


General Medicine: Urology: 
James H. Smith, M.D. 


Austin I. Dodson, 
Hunter H. McGuire, M.D. Charles M. Nelson, M.D. 
Otolaryngology: Roentgenology: 
Thomas E. Hughes, M.D. J. Lloyd Tabb, M.D. 


William Tate Graham, M.D. General Surgery: 
Stuart McGuire, M.D. 
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ANATOMICAL AND MECHANICAL 
FEATURES OF TREATMENT OF 
FRACTURES OF THE HUMERUS* 


By Watter G. Stuck, M.S., M.D. 
San Antonio, Texas 


In the treatment of fractures generally it is 
easy to fall into the habit of a “standard meth- 
od” or to forget that x-rays reveal none of the 
soft tissue structures which aid or impede reduc- 
tion. Moreover, with the new attention directed 
to the humerus by the revolutionary “hanging 
cast”’ treatment the various forms and types of 
fractures may be overlooked in the desire to use 
a single technic. And finally the most importamt 
fact in this connection is that no single bone in 
the body poses more fracture complications than 
does the humerus. Such hazards as Volkmann’s 
contracture from improperly reduced fractures of 
the lower end of the humerus, non-union of frac- 
tures of the shaft, injuries to the radial nerve 
with wrist-drop, fracture of the shoulder aggra- 
vated by dislocation, delayed ulnar palsy, and 
cubitus varus or valgus deformities of the elbow 
make us realize that fractures of the humerus 
are some of the most potentially difficult of all 
fractures to treat. A knowledge of the anatomi- 
cal structures and mechanical forces involved 
and possession of sound conservative judgment 
are prerequisites to successful treatment of frac- 
tures of the humerus. This review of the essential 
facts is based on an examination of 250 fractures 
of the humerus which were treated on the Ortho- 
pedic Surgery Service at the Robert B. Green 
(City-County) Hospital. 

The humerus is difficult to immobilize because 
it forms a part of the shoulder which is the most 
mobile joint in the body. The shoulder joint is 
one of the most commonly dislocated joints and 


*Read in Section on Bone and Joint Surgery, Southern Medical 
Association, Thirty-Sixth Annual Meeting, Richmond, Virginia, 
November 10-12, 1942. 


this may be accompanied by a fracture. The 
elbow joint is the most complex joint in the body 
and good function of it depends upon almost per- 
fect anatomical restoration of the fragments. 
Though the muscles of the arm are powerful, they 
are relatively short and consequently marked 
overlapping of fragments of the humerus is un- 
common. The humerus is especially vulnerable 
since the arm projects from the side of the body 
and is involved in any use of the upper extremity . 
In falls or in automobile accidents the arm is 
usually extended in such a way that strong forces 
are brought against the elbow, arm or shoulder. 
Finally because of generally inadequate treat- 
ment of fractures of the shaft of the humerus, 
there is a high incidence of non-union in this 
group. 
UPPER EXTREMITY OF THE HUMERUS 


The greater tuberosity of the humerus pro- 
jects upward and directly laterally and is the site 
of insertion of the supraspinatus muscle, one of 
the abductors of the shoulder. The tuberosity 
may be fractured by a sudden muscle pull, by ex- 
treme abduction of the shoulder, or in connection 
with a dislocation of the shoulder. Sometimes 
the fracture is not complete and the fragment 
is not separated so that simple immobilization in 
a sling is adequate treatment. When the tuber- 
osity is broken loose (Fig. 1) the supraspinatus 
muscle pulls it upward and reduction thus re- 
quires fixation of the arm in abduction to bring 
the fracture surfaces together. 

The lesser tuberosity of the humerus projects 
forward and is the site of insertion of the sub- 
scapularis muscle, one of the abductors of the 
shoulder. Consequently when this tuberosity is 
fractured the arm must be. strapped at the side 
of the body in order to reduce the fracture. 

Fracture of the head of the humerus (Fig. 2) 
usually results from a blow on the point of the 
shoulder or from a force which drives the shaft 
into the head. If the fragments are not dis- 
placed they will require only immobilization of 
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Fig. 1 


Fracture of the greater tuberosity of the humerus in which the 
fragmeni has been pulled upward by the supraspinatus muscle. 


the shoulder by light traction in the neutral posi- 
tion. Even so there is sometimes excess forma- 
tion of bone about the fragments which produces 
an enlarged irregular head. It is often prefer- 
able therefore to remove the smaller fragments 
of the head and allow one large fragment to re- 
main in order to function as the head. 

The anatomical neck of the humerus is the 
region directly below the articular surface of the 
head and is the site of attachment of the articular 
capsule of the shoulder joint. It is fractured 
frequently in elderly people though the injury 
is usually an impacted fracture. Displacement 
seldom occurs due to the capsular attachments 
and treatment with a sling is adequate. 

The surgical neck of the humerus which is be- 


Fig. 2 


Fracture of the head of the humerus with several large fragments. 
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low the head and the tuberosities is narrower 
than the anatomical neck and is conse- 
quently more often fractured. If the frag- 
ments are not displaced (Fig. 3) treatment 
with a sling is sufficient. More often, how- 
ever, the distal fragment is pulled medially 
by the strong pectoral muscles while the 
upper fragment is rolled outward by the 
supraspinatus inuscle. In such a case, re- 
duction can be accomplished only by laterai 
traction on the arm in sufficient abduction 
to bring the shaft in iine with the head 
fragment. If this fails, the shoulder should 
be explored because the long head of the 
biceps may be between the fragments and it 
may be necessary to fasten the head to the 
shaft with screws or wire. 

Separation of the upper epiphysis of the 

humerus occurs in adolescent patients be- 
tween six and twenty years of age and is 
similar to fracture of the surgical neck. 
The epiphyseal line is at the base of the 
head and tuberosities. Like fractures of the sur- 
gical neck, treatment of epiphyseal separations 
depends on the degree of displacement. Traction 
in abduction will reduce most of them. The more 
severely displaced will require open reduction to 
remove portions of the capsule which may be 
interfering with the reduction or to lever the 
fragments into position. 
_ Dislocation of the shoulder is not within the 
scope of this paper except in the cases which 
are accompanied by fracture of the anatomical or 
surgical neck or the greater tuberosity of the 
humerus (Fig. 4). No shoulder dislocation 
should be manipulated until an x-ray has been 
taken to determine if there is an accompanying 
fracture. It is usually impossible 
to reduce the dislocation when the 
head is broken off the shaft and 
it can be accomplished only by 
opening the shoulder joint. After 
the dislocation is corrected, the frac- 
ture is treated as above. Some have 
advised resection of the head of the 
humerus in fracture - dislocations. 
This is seldom justifiable by present 
standards because the resulting 
shoulder function is far less satis- 
factory than if there is reduction 
of the dislocation and of the frac- 
ture. 


SHAFT OF THE HUMERUS 


The shaft of the humerus is cylin- 
drical in its upper half and roughly 
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Fig. 3 
Fracture of the surgical neck of the humerus without 
displacement. 


triangular in the lower half. Muscle strains or 
twisting of the arm generally produce long spiral 
fractures while blows from the lateral side re- 
sult in transverse fractures. The line of the 


Fig. 4 


Fracture of the surgical] neck of the humerus with subglenoid 
disi head. 


iocation of the 
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spiral fracture often follows the musculo-spiral 
groove in which normally rests the radial nerve. 
This type of injury, therefore, endangers the 
nerve and such a possibility must be avoided by 
careful handling of the extremity. Before treat- 
ing any fracture of the shaft of the humerus 
it is imperative that radial nerve function (ex- 
tension of the wrist and fingers) be tested to 
determine whether or not the nerve has been 
damaged at the time of the accident. 

Transverse fractures of the shaft occur prin- 
cipally in the upper half and often at the level of 
the large nutrient foramen in the bone. More- 
over, they generally have a prong of bone which 
projects downward from the upper fragment that 
may interfere with reduction. 

We have stated that in fractures of the surgical 
neck, the head fragment is rolled outward by 
the supraspinatus muscle while the shaft frag- 
ment is pulled medially by the pectoral muscles. 
In fractures of the middle of the shaft below the 
attachment of the deltoid muscle, the proximal 
fragment is abducted away from the distal frag- 
ment by the pull of the deltoid. In fractures of 
the lower third of the shaft, the distal fragment 
is deflected anteriorly by the strong flexor mus- 


Fig. 5 
Supracondylar fracture with typical backward displacement 
of the distal fragment. 
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cles of the forearm which have their origins on 
the medial epicondyle of the humerus. All these 
lines of muscle pull must be borne in mind when 
the line of traction is being decided. 

Fractures of the shaft of the humerus are best 
treated by lateral traction in bed with the frag- 
ments brought in line and with the elbow flexed 
to a right angle. The shoulder is kept immobile 
by resting against the bed and the line of traction 
can be perfectly adjusted. The disadvantage of 
this method is that the patient must lie flat in 
bed for several weeks and a hospital bed is 
therefore occupied meanwhile. 

Abduction splints, traction splints, triangle 
splints or spica casts may be used to support the 
extremity in the proper degree of abduction and 
longitudinal traction may be incorporated in the 
splint. This type of treatment permits the 
patient to be up and about, but the splints are 
bulky and do not adequately immobilize the 
shoulder. 

The “hanging cast” which John Caldwell! ?* 
and others have recently recommended offers 
many advantages over the former methods of 


‘ Fig. 6 
Fracture of the medial condyle of the humerus without 
displacement. 
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treatment. A slight cast is applied from the base 
of the fingers to the shoulder with the elbow 
flexed 90 degrees and with the cast suspended by 
a loop at the wrist. The weight of the cast 
holds the shoulder relatively immobile. The use 
of a light hanging cast has demonstrated that 
strong traction is not needed to overcome muscle 
pull in the arm. Forward or backward angulation 
of fragments can be overcome by flexion or exten- 
sion of the elbow. Medial or lateral bowing is 
corrected by pronation or supination of the fore- 
arm to tighten or relax the muscles attached to 
the external condyle of the humerus. In frac- 
tures where there is overlapping or engagement of 
the fragments in poor position it is sometimes 
advisable to inject procaine hydrochloride at the 
fracture site before the cast is applied so that 
proper muscular relaxation can be obtained. 
The disadvantages of this method are the pain 
for the first few days, the tendency of the 
patients to misunderstand the traction and to add 
a sling, and the danger of a stiff shoulder in the 
adducted position. This latter complication can 
be prevented if the patient performs swinging 
exercises of the shoulder. 

Injuries to the radial nerve in cases of frac- 


Fig. 7 
Fracture of the medial condyle of the humerus with 
marked displacement. 
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ture of the shaft of the humerus cause inability to 
extend the wrist and fingers and numbness of 
the web between the thumb and index finger. If 
the nerve function does not show evidence of re- 
covery within the first few weeks after the acci- 
dent, it is safe to assume that the nerve has been 
lacerated or compressed between the fragments. 
In any case it should be explored early and the 
ends sutured or any compression relieved. Re- 
pair of the radial nerve is more successful than 
repair of any other peripheral nerve so it should 
not be postponed if there is evidence of damage. 


LOWER EXTREMITY OF THE HUMERUS 


The lower end of the shaft of the humerus 
flares out to form the medial and lateral epicon- 
dyles and the articular surface for the elbow 
joint. Immediately above the condyles the bone 
is thin and it is here that supracondylar frac- 
tures take place. They are among the common- 
est of fractures in children and result from falls 
on the outstretched hand. The distal end of the 
humerus is knocked backward and the triceps 
muscle pulls it upward (Fig. 5). To reduce these 
fractures strong downward traction must be 
maintained to stretch the muscles of the arm, 
the elbow must be extended and the distal frag- 
ment pushed forward to engage the proximal 
fragment. Then as the elbow is flexed the distal 
fragment is forced anteriorly to bring it in the 
normal position. Acute flexion of the elbow 
maintains this position after the fracture is re- 
duced, but flexion itself without manipulation 
does not reduce the fracture. In supracondylar 
fractures there is always danger of compression or 
laceration of the blood vessels at the elbow. The 
radial pulse must, therefore, be checked regularly 
to see that it is not obliterated. If this is over- 
looked the muscles of the forearm may be severely 
damaged by local ischemia and a permanent 
Volkmann’s contracture will result. 

Fractures of the internal condyle of the hu- 
merus are usually displaced downward by the 
pull of the flexor muscles of the forearm which 
originate from the condyle. If there is slight 
displacement (Fig. 6) a splint to support the 
elbow in a flexed position is ample treatment. 
On the other hand if the condyle is markedly dis- 
placed (Fig. 7) it should be explored, replaced 
to its normal position and fastened with a metal 
nail or screw. In such a procedure it must be 
borne in mind that the ulnar nerve rests directly 
against the condyle and must be protected from 
direct pressure or danger of encroachment from 
callus. The condition of delayed ulnar palsy 
sometimes is produced by undue tension on the 


STUCK: FRACTURES OF THE HUMERUS 547 


ulnar nerve trunk many years later because the 
condyle was not properly replaced qnd as it grew 
in length the nerve became stretched over it. It 
can be prevented if the fragment is replaced 
exactly in its former location. 

Fractures of the external condyle of the 
humerus are complicated by the fact that the ex- 
tensor muscles of the-forearm are attached to the 
condyle in such a way that they rotate it down- 
ward (Fig. 8). Consequently these fractures 
must be explored in order to rotate the fragment 
back into its normal position and anchor it with 
a metal nail or screw. Failure to reduce the 
fracture properly will result in laxity of the liga- 
ments of the elbow and considerable limitation 
of the joint motion. 

T-fractures of the lower end of the humerus 
may be the most difficult of all to treat. There 
is a transverse fracture of the lower end of the 
shaft and in addition the condyles are broken 
apart. The muscles pull the fragments farther 
apart and tend to displace the whole elbow pos- 
teriorly. If there is much comminution, restora- 
tion of the fragments is impossible and treat- 
ment is directed toward early motion to salvage 
as much function of the elbow as possible. For- 
tunately, however, the fragments are usually 
large enough to be replaced and secured by metal 
screws. The two condyles are first fitted to- 


Fig. 8 
Fracture of the lateral condyle of the humerus with 
typical rotation of the fragment. 
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Fig. 9 
A and B. Antero-posterior and lateral views of T-fracture of the humerus with the fragments replaced and anchored with 
vitallium screws. 


gether and fastened with screws or crossed nails. 
Then they are replaced on the end of the humerus 
and anchored by other screws (Fig. 9). After 
this, early passive motion is begun in order to 
restore function as soon as possible. If the 
articular surfaces of the elbow are properly re- 
paired, good ultimate function can be expected. 
SUMMARY 

The humerus, because of its anatomical struc- 
ture, the joints it forms and the muscles which 
are attached to it, is one of the most difficult 
bones to treat when fractured. The problems 
are quite varied depending upon the location and 
type of fracture and the mechanical forces which 
are brought to bear upon the fragments. There- 
fore it is essential that the anatomical and me- 
chanical factors involved in fracture of the 
humerus be clearly understood if success is to be 
secured. This description of each of the common 
fractures and the methods required to reduce them 
is intended to clarify some of these points. 
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DISCUSSION (Abstract) 


Dr. H. A. Swart, Charleston, W. Va—A few years 
ago traction in bed by means of a Kirschner wire 
through the olecranon seemed the ideal method of treat- 
ing fractures of the humeral shaft. However, this 
necessitated hospitalization with recumbency and this 
was hazardous in old people and also expensive. 

When Roger Anderson brought out his method of 
fixation by means of two half pin units and a short 
cast, we thought that this was a more desirable method. 
The patient could be ambulatory and with the short 
cast could make use of his forearm and hand. However, 
there were pitfalls in this method also. It was found 
to be difficult to insert the pins correctly and when 
they were in place, proper alignment of the fracture 
was not easy to secure. When the humerus was rela- 
tively short, getting the tube of the x-ray machine be- 
tween the units for fluoroscopic study was sometimes 
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impossible. Also the occasional infection occurring in the 
pin holes was discouraging. The scars left by the pins 
also were disfiguring. 

The hanging cast method has been taken up en- 
thusiastically by many men because of its simplicity. 
I have used it in a fair number of cases and have found 
that while the x-ray alignment of the fragments is 
frequently imperfect, solid union results in a minimum 
of time. 

I do not believe that the elbow should be flexed 
beyond °0O degrees in treating supracondylar fractures 
in children. The so-called Jones position is, in many 
cases, harmful and should be abandoned. While acute 
flexion assures better anatomical position of the frag- 
ments it is in too many cases the cause of the dreaded 
complication, Volkmann’s ischemic paralysis. Reduction 
of the fracture with retention at an angle of 90 degrees 
is to me the safest procedure. Occasionally, following 
reduction, the small distal fragment will slip backward. 
When allowed to heal in this position a bony block may 
result which interferes with normal elbow flexion. How- 
ever, it is a simple matter to chisel away the obstructing 
bone at a later date. 


Dr. Lenox D. Baker, Durham, N. C.—In discussing 
fractures and slipped epiphysis about the upper end of 
the humerus Dr. Stuck described various tractions and 
suggested that when proper alignment could not be 
secured open reduction may be necessary. In most cases 
this type of fracture will respond satisfactorily to the 
hanging cast treatment which Dr. Stuck has already 
described in the treatment of fractures of the shaft of 
the humerus. Before using the hanging cast we used 
a soft dressing and daily passive and active exercises 
to the shoulder as recommended by John Cobb and 
Rufus Alldredge. The results from this therapy were 
satisfactory, but as the soft dressing had to be re- 
applied after each period of exercise we changed to the 
hanging cast. We now think that the difficulties we 
have seen following fractures about the neck of the 
humerus are caused by fibrosis in and about the shoulder 
joint rather than to any change in the bony structures. 
Certainly the hanging cast with passive and active cir- 
cumduction exercises has simplified the treatment and 
has improved the end results. 


Dr. J. Warren White, Greenville, S. C—I should like 
to supplement Dr. Stuck’s paper as to the conservative 
treatment and motion of fractures of the humerus near 
the elbow joint. The use of main strength and awkward- 
ness in trying to hasten motion in these children’s frac- 
tures tends very definitely to prolong the traumatic 
arthritis, and kindness to the joint will accomplish much 
more in the long run. The employment of manipulations 
under an anesthetic and carrying of heavy articles de- 
feats in my mind very definitely the purpose for which 
they are intended, and these methods should be uni- 
versally condemned. The indefinite continuation of 
home physical therapy, and above all, the uses of the 
arm is most important. 


Dr. Stuck (closing) —Dr. Swart is quite correct wnen 
he says that the Anderson pins and cast are difficult 
to use in the humerus. In diagrams and articles, they 
appear to be very simple and effective. In practice, 
however, they are quite dangerous and likely to cause 
damage to the soft tissues. The humerus is not suited 
to this kind of appliance. 
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I agree with Dr. Baker that in fractures of the 
humerus, conservative treatment is always the best. 
For that matter, it is true in all fracture treatment 
where there is any question about choice of methods. 


Dr. White’s point about forced motion cannot be 
overemphasized. It is tempting, especially in children, 
to give an anesthetic and force the elbow through a 
full range of motion. This is the best way to pro- 
duce a stiff joint or marked permanent disability. 
Patience and normal use of the arm are far more 
desirable as far as protection of the joint is con- 
cerned. 

It was my hope that this type of general presenta- 
tion would re-emphasize the salient points of treat- 
ment of fractures of the humerus because fractures 
in this bone are often improperly treated. 


EVALUATING THE URETERAL SPLINT* 


By Rosert F. SuHarp, M.D. 
New Orleans, Louisiana 


Anyone doing upper urinary tract surgery 
soon learns that the best chance of satisfactory 
results depends upon the first operation. To 
make the most of this first opportunity, the sur- 
geon should have a thorough understanding of 
the cause and extent of the pathologic process 
and possess an ingenuity in selecting the suitable 
procedure for each individual case. 

The use of some kind of a splinting catheter 
in the ureter has been a routine procedure with 
most men doing plastic operations on the pelvis 
or ureter. Some of those who strongly advocate 
its use are: Cabot,’ Foley,? Gibson,* Kendall,> 
Mclver,? Moore,’ Ormond,® Peck,!° Priestley," 
and Seargent.3 

Ormond,® in discussing plastic operations on 
the renal pelvis, says: 

“There are three subsidiary procedures concerning 
the use of which there is little difference of opinion. 
Nephropexy is favored by most surgeons whenever in- 
dicated; postoperative pelvic drainage is favored by 
nearly all operators; and the use of the ureteral splint 
is almost universal.” 


Seargent?® says: 

“Personally I have faith in a splinting ureteral 
catheter.” 

Moore’ made use of it in 10 operations on 9 
patients in a series of 18 cases of plastic opera- 
tions on the pelvis reported in 1941. He com- 
ments: 

“It is of interest to note that in all of the cases in 


*Read in Section on Urology, Southern Medica] Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 
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which a prolonged period of ureteral splinting and 
nephrostomy drainage was employed, for at least six 
weeks, the results were uniformly satisfactory. The im- 
portance of these measures cannot be overemphasized.” 

Foley* used the splinting catheter in every in- 
stance of approximately 50 cases of plastic op- 
eration, with bad results in only two cases. Gib- 
son,* in 1939, stressed the importance of its use 
after removing calculi from the ureter or pelvis 
in which dense adhesions were encountered. 


INDICATIONS 


The reply to questionnaires received from six 
prominent urologists throughout this country 
revealed 5 to be decidedly in favor of the ureteral 
splint. One, a bit skeptical, made use of it in 
some plastics on the uretero-pelvic region and 
where the ureter is repaired or spliced. Plastic 
operations on the uretero-pelvic area was a 
unanimous indication. Repair of ureteral in- 
juries was a close second, while removal of cal- 
culi from the kidney or upper ureter was given 
as an indication by 65 per cent of the men. 
Tortuosity of the ureter was mentioned twice. 
Where the ureter is dilated and tortuous, in my 
opinion, ‘the splinting catheter should be used 
in every case. If the ureter is dilated and not 
tortuous, or tortuous and not dilated, the indi- 
cations are debatable. An occasional unneces- 
sary use of the splint is safer than to omit it 
when needed. Where deep wound infection de- 
velops to a marked extent, the ureter may be- 
come kinked, even though it was neither dilated 
nor redundant. This is demonstrated in Case 2. 


METHODS AND DURATION OF SPLINTING 


The splint may be introduced up the ureter 
cystoscopically either before or after operation, 
and finds its usefulness where there is no indica- 
tion for opening the pelvis or ureter, and where 
unexpected deep infection occurs postoperatively. 
The splint may be introduced through the pye- 
lotomy incision and down the ureter, allowing 
the upper end to extend out through the wound. 
This method is applicable where there is an extra- 
renal pelvis and no indication for prolonged pelvic 
drainage. The third, and by far the most popu- 
lar method of splinting the ureter, consists in 
passing the catheter through the nephrostomy 
wound and down the ureter. Where a fairly 
large nephrostomy tube is used with a small 
ureteral splint, the latter may be brought out 
through the nephrostomy catheter. However, 
it is usually brought out alongside the neph- 
rostomy tube. 


There is considerable variation in the type of 
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splints used, but there is a preference for a soft 
rubber catheter and all warn that it should not 
be too large. Seargent!* expressed preference 
for a No. 5 French ureteral catheter. The size 
of the catheter used depends upon what is to be 
accomplished. If keeping the ureter straight is 
the only purpose, a small catheter will serve, 
causing less reaction than a large one. On the 
other hand, if the caliber of the ureteral lumen 
is to be increased, catheters of appropriate size 
must be selected. In one of Moore’s’ cases in 
which a Rammstedt-type operation was done 
for a small uretero-pelvic outlet, a No. 20 F. 
catheter was used with excellent results. Most 
men expressed a preference for catheters ranging 
from No. 7 to 14. MclIver® has improvised a 
self-retaining catheter which serves as a neph- 
rostomy catheter and a ureteral splint. It ac- 
complishes the principle advocated by Priestley, 
of permitting drainage down the ureter and also 
out the nephrostomy tube. Mclver has recently 
modified this, making a two-way catheter which 
permits continuous irrigation and drainage of 
the pelvis. 

The duration of the splinting depends upon 
the type of operation and the amount of infec- 
tion present. The recommended time varies 
from three days (Peck?®) to three months 
(Priestley’!). To prevent kinking of a tortuous 
ureter when not severely infected, three to four 
days will suffice. Where marked adhesions are 
encountered or severe infection is present, one 
to three weeks is the customary time. It is in 
the plastic operations that prolonged splinting 
up to three months is sometimes indicated. 

My personal experience was derived from 13 
cases operated upon during the past 17 months, 
eight of which were operated upon by me and 
five of which were performed by my associate, 
Dr. Max M. Green. The splint was used in ten 
cases and not used in three. In the three latter 
cases, the results were poor, illustrating what 
may happen to a ureter postoperatively when 
not splinted. Of the ten cases in which the 
splint was used, a straight ureter and uretero- 
pelvic junction were obtained. In one case where 
the ureteral obstructicn was due to an extrinsic 
cause’ just below the brim of the pelvis, the ob- 
struction recurred, requiring nephrectomy. It 
was fater proven that the ureteral obstruction 
was caused by a malignant growth in the female 
pelvis. 

To conserve space, only seven of the thirteen 
cases are reported. 
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CASES 


Case 1—N. N. C., a white woman, aged 50, had a 
large stone in the pelvis with a nest of very small 
stones in the lower calyx on the right. On the left 
side, there was a smali stone at the uretero-pelvic junc- 
tion. The stone in the left passed into the lower ureter 
during the next few days and was finally removed by 
vaginal ureterolithotomy. Two weeks later the stones 
were removed from the right kidney. The uretero- 
pelvic junction was kinked by a folding back of the 
ureter on the pelvis. The kidney was suspended and 
nephrostomy drainage done. The ureter showed mod- 
erate dilatation, but there was no redundancy what- 
soever after the kidney was suspended. No ureteral 
splint was used. Convalescence was uneventful. A 
pyelogram made by injecting contrast media through 
the nephrostomy tube, indicated poor drainage down 
the ureter, showing a marked ureteral kink just below 
the uretero-pelvic junction. Attempted catheterization 
of the right pelvis was unsuccessful, an obstruction 
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being met below the uretero-pelvic area. All subsequent 
attempts to pass the obstruction met with failure. Re- 
peated pyelo-ureterograms showed a persistent ureteral 
kink. Nephrostomy tube was removed at the end of 
the seventh postoperative week. The nephrostomy 
sinus healed with very little drainage. Attempt to 
correct this condition surgically about four months 
postoperatively was unsuccessful and nephrectomy was 
resorted to. 


Failure to use a ureteral splint in this case 
resulted in an obstruction in the upper ureter 
from a kink. This changed what could have 
been a successful result to failure. 

Case 4—E. A. S., a white woman, aged 27, had a 
right infected hydronephrosis with calculus 7 mm. in 
diameter in the lower calyx. There was 50 c. c. stasis. 
Indigo-carmine: right, 20 per cent; left 100 per cent. 


Exploration of the right kidney revealed the ureter to 
be folded back on the pelvis and fixed by fairly dense 


Fig. 1, Case 1 
a and c: Preoperative kidney. ureter and bladder and pyelogram. 
b: Illustrates operative findings at uretero-pelvic junction. 
d, e and f: Postoperative pyelo-ureterograms show impassible ureteral kink (ureter not splinted). 


|| 


adhesions. The extra renal pelvis was dilated 3 plus 
and a grade 3 hydronephrosis was present. When the 
adhesions binding the uretero-pelvic area were removed, 
the ureter straightened out very nicely, but revealed a 
small uretero-pelvic junction. There was a hooding of 
the pelvis over the uretero-pelvic junction medially 
and a Y-plastey was done, the incision being made 
medially. The stone was removed from the lower 
calyx. A No. 6 ureteral catheter which had been placed 
in the kidney a few days prior to the operation, was 
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pulled well up into the pelvis and left there to splint 
the ureter. A No. 22 whistle tip catheter was placed 
through the lower calyx for nephrostomy drainage 
and the kidney was suspended. The ureteral catheter 
was removed on the fourteenth day. The wound 
healed without infection. The nephrostomy tube was 
left in for 4% weeks. The patient was observed fre- 
quently for the next 714 months, at which time she 
left the city. Cystoscopy six weeks after operation 
revealed 28 c. c. stasis with moderate infection. This 
condition gradually improved 
until on the last cystoscopy, 
7 months postoperatively, 
there was 8 c. c. stasis, no 
pus, but a 3 plus gram-nega- 
tive bacilli. No. 10 catheter 
could be passed up the ureter 
with ease. She continued to 
have slight discomfort in the 
right kidney region and oc- 
casionally some bladder symp- 
toms. 


Postoperative cy sto- 
scopy and pyelographic 
findings show a marked 
decrease in the size of the 
pelvis with satisfactory 
uretero - pelvic junction. 
Further lateral displace- 
ment of the lower pole of 


Fig. 2, Case 4 


a: Preoperative pyelogram. 
b: Illustrates operative findings. 


c: Postoperative pyelo-ureterogram showing straight ureter and 


(ureter splinted). 


the kidney would have 
been desirable and a Foley 
Y-plastey would probably 
have been a better proce- 
uretero-pelvic junction dure in this case. 


Case 5A. B. B., a white 
woman aged 52, had first de- 


gree ptosis on the right side 
with definite uretero - pelvic 
kink and a grade 2 hydro- 
nephrosis. There were 8 c.c. 
stasis on the right side and 
a low grade infection: P. are- 
genosa. Indigo-carmine: right, 
70 per cent; left, 90 per cent. 
At operation, the uretero-pel- 
vic junction was kinked by 
adhesions and the extra renal 
pelvis was dilated 2 plus. The 
pelvis was opened and No. 22 
whistle tip catheter intro- 
duced through the lower calyx 
for nephrostomy drainage, A 
No. 6 x-ray ureteral catheter 
was passed through the neph- 
rostomy tube into the pelvis 
and 15 cm. down the ureter. 
The ureter was dilated 2 plus 


Fig, 3, Case 5 


a: Preoperative pyelogram. 
b: Illustrates operative findings. 
c: Postoperative pyelo-ureterogram (ureter splinted). 


and showed some redundancy 
cS ; even after nephropexy was 
done. A troublesome wound 
infection developed after irri- 
gation of the nephrostomy 
tube was begun on the tenth 
day. The patient is completely 
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relieved of her symptoms. On last cystoscopy, three 
months postoperatively, there was no stasis; the kidneys 
were free of pus although the right kidney still showed a 
few gram-negative bacilli. The pyelo-ureterogram re- 
vealed a marked decrease in the size of the pelvis with 
a very good uretero-pelvic junction. The ureter, though 
revealing a slight tortuosity, showed no kink that could 
cause obstruction. 


This case presented three factors that would 
have favored the development of a ureteral kink,’ 
namely: (1) dilated ureter; (2) redundance of 
the ureter; and (3) prolonged postoperative 
deep infection of the wound. A satisfactory re- 
sult was obtained. 


Case 6—G. C. M., a white man, aged 44, had severe 
left renal pain, chills and fever. Urologic survey re- 
vealed obstruction at the uretero-pelvic junction on 
the left side, which prevented 
the catheter from entering the 
pelvis. The pelvis was dilated 2 
plus. Subsequent attempts to 
pass the uretero-pelvic junction 
were _ successful. Pyelograms 
were repeated, including a lat- 
eral pyelogram, and showed an 
anterior - posterior kinking of 
the uretero-pelvic junction. At 
operation, the kidney was 
found to be moderately en- 
larged and acutely inflamed. 
The pelvis was dilated 2 plus 
and the uretero-pelvic junction 
was kinked by longitudinal ad- 
hesions. The uretero-pelvic area 
was not constricted. After the 
adhesions were carefully freed, 
the uretero - pelvic junction 
straightened out normally. A 
pyelotomy incision was made 
and No. 7 soft x-ray ureteral 
catheter was passed through 
the pyelotomy wound and 15 
cm, down the ureter. Nephros- 
tomy was not done. The kid- 
ney was suspended. Convales- 
cence was essentially unevent- 
ful, except for moderate hyper- 
pyrexia during the first week. 
The ureteral splint was left in 
for two weeks. The urine 
drained from the wound until 
the end of the third week. The 
subsequent course has been un- 
eventful. The urine remained 
hazy until about the end of the 
second postoperative month, at 
which time it was grossly clear. 
First cystoscopy one month 
postoperatively showed 8-10 
c. c. stasis with 1 plus pus and 
3 plus gram-negative bacilli. 
Two subsequent cystoscopies 
have shown no stasis, the latter 
of which showed no pus, but 
still 1 plus gram-negative bacilli. 
The ureter takes a No. 10 cathe- 


structing kink. 
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ter without any difficulty. Pyelo-ureterogram shows 
the pelvis about the same size as on preoperative ex- 
amination. The ureter was slightly tortuous, but had 
no kink that could cause obstruction. 


The tortuosity of the ureter as shown by the 
postoperative pyelo-ureterogram indicated to me 
that there was some redundancy of the ureter 
and had it not been for the ureteral splint, an 
obstructing kink might have occurred. It ap- 
pears that pyelotomy drainage served as well 
in this case as would have nephrostomy drainage. 


Case 9—E. F. N., a white woman, aged 24, had a 
right nephroptosis and hydronephrosis grade 2, and 
dilatation of the ureter. On the morning of operation, 
a No. 7 stiff x-ray ureteral catheter was placed in the 
right pelvis cystoscopically: At operation, the kidney 
was found to be displaced downward, the pelvis and 


Fig. 4, Case 6 


a and c: Preoperative anterio-posterior and lateral pyelogram. 
b: Hlustrates operative findings. 


d and e: Postoperative pyelo-ureterogram showing some tortuosity of the ureter but no ob- 
Ureter takes large catheter readily (ureter splinted). 
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the ureter being moderately dilated, with a good 
uretero-pelvic junction. No obstruction was demon- 
strable. After the kidney was suspended as high as 
was possible, the ureter was still redundant. The 
ureteral splint gave a gradual outward curve to the 
ureter instead of permitting a kink. The patient de- 
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veloped a rather marked hyperpyrexia on the second 
postoperative day, as the ureteral catheter did not 
drain satisfactorily, the foot of the bed being elevated 
and special nursing attention was not available. The 
catheter was removed on the third day, but replaced 
on the fifth day, as she was still running fever 100 
to 101 degrees, and having some pain in 
the right kidney region. At this time 
she had 10 c. c. stasis in the right pelvis 
with 2 plus pus and 2 plus gram-nega- 
tive bacilli (A. aerogenes). Ureteral 
catheter No. 6 was left in for two days; 
it drained much better and the tempera- 
ture subsided. Cystoscopy and pyelo- 
ureterogram on the tenth postoperative 
day revealed 10 c. c. stasis present, 
but the infection was markedly re- 
duced. The ureter was in the same 
position as left at operation. Cystoscopy 
and right pyelo-ureterogram on the twen- 
ty-eighth postoperative day revealed a 
clear urine with 9 c. c. stasis in the 
right side, ne pus and only an oc- 
casional gram-negative bacillus. The up- 
per ureter was still curved outward and 
the uretero-pelvic junction was good. 
The pelvis was still dilated 2 plus. 


I believe that subsequent check- 
ups will find this kidney draining 
completely and free of infection. 


Fig. 5, Case 9 
a: Preoperative pyclo-ureterogram. 


b and c: Postoperative pyelo-ureterogram showing gradual outward curve of the 


ureter instead of an obstructing kink (ureter splinted). 


Fig. 6, Case 10 
a: Preoperative pyelo-ureterogram not well filled, showing 
tortuosity of the ureter; stone in pelvis outlined. 
b: Pyelogram. Straight ureter and uretero-pelvic junc- 
tion (ureter splinted). 


It appears to me that the ureteral 
splint served a good purpose in 
this case; however, the type of 
splint was not satisfactory. The 
catheter used was too large and 
did not receive the proper attention 
to keep it draining satisfactorily, resulting in 
pyelonephritis. If the ureteral catheter is to be 
used in this manner for splinting the ureter, I 
would favor a smaller catheter or two small 
catheters. 


Case 10—(M.M.G.) I. L., a white woman, aged 22, 
had a stone in the right pelvis with 10 c. c. stasis and 
moderate infection. Indigo-carmine: 70 per cent right, 
and 100 per cent left. At operation, many adhesions 
were found about the uretero-pelvic junction. The 
pelvis was opened and stone removed. The uretero- 
pelvic junction was smaller than normal. A Rammstedt- 
type operation was done on the uretero-pelvic area and 
gentle dilatation carried out. A No. 8 ureteral catheter 
was passed down the ureter for about 10 cm. and the 
upper end allowed to emerge through the kidney pelvis. 
This was left in place for one week. The patient de- 
veloped some temperature following removal of the 
catheter. On cystoscopy there was 10 c. c. stasis on the 
right and the urine was moderately infected. The cath- 
eter was left indwelling for three days. The tempera- 
ture promptly subsided. She is now completely re- 
lieved. Recent check-up showed no stasis or infection 
in the right side. 


Apparently the splint was removed too early 
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Fig. 7, Case 11 
a and c: Preoperative kidney, ureter and bladder, and pyelogram. 
b: Illustrates operative findings. 
d: Postoperative pyelogram (ureter splinted). 


in this case, but the indwelling ureteral cath- 
eter passed cystoscopically served the purpose 
just as well. 


Case 11—(M.M.G.) P. A. L. was a white woman, 
aged 26. X-ray revealed a small stone in the right 
kidney and large staghorn stone completely filling the 
left pelvis. At cystoscopy, the left kidney showed 3 
plus pus with occasional bacilli; right negative. Indigo- 
carmine: 70 per cent concentration on the left; 100 
per cent on the right. Exploration of the left kidney 
revealed marked adhesions around the pelvis and upper 
ureter. The upper fourth of the kidney was completely 
sclerosed. The stone was removed by combination 
pyelotomy and nephrostomy, and the upper pole of the 
kidney was resected. The uretero-pelvic area was freed 
and a No. 8 soft rubber catheter was placed through 
the pyelotomy wound and down the ureter for about 
15 cm. The catheter was left in for eight days. Con- 
valescence was satisfactory. Postoperative cystoscopy 
revealed no stasis nor pus. Pyelo-ureterogram showed 
normal ureter and uretero-pelvic junction. 


The combination of a pyelotomy, nephrostomy 
and resection of the upper pole of the kidney 
with ureteral splint gave excellent results in 
this case. 


SUMMARY 


Seven of the series of thirteen cases are here 
reported. Unsatisfactory results were obtained 
in three cases where the splint was not used, 


due to kinking of the ureter. Of the ten cases 
in which the splint was used, a straight ureter 
and uretero-pelvic area and a well draining pelvis 
were obtained in every case, except one in which 
the obstruction was of an extrinsic nature and 
could not be removed. 
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THE BONE LESIONS IN ACQUIRED 
TERTIARY SYPHILIS* 


By C, Francis, M.D. 
and 


R. H. Kampmetrer, M.D. 
Nashville, Tennessee 


The application of x-rays to the study of 
bone disease quickly followed their discovery by 
Roentgen in 1895. They were used first in the 
diagnosis of fractures and of foreign bodies; 
gradually their use was extended to the study 
of other disease processes. Probably x-ray studies 
of syphilis were made early, but no record of such 
examinations appeared until the report of Kien- 
boch and Hochsinger' in 1901. The first paper 
appearing in the American literature was that 
by Ware,” in 1907, who had surgical interest in 
the subject. 

Radiography has offered a very important aid 
in the diagnosis of some of the lesions of syphilis. 
Carman,’ in 1918, in reviewing the use of roent- 
genography in the diagnosis of syphilitic lesions, 
pointed out that its value was greatest in syphilis 
of the skeletal system and next in syphilis of 
the cardiovascular system. This evaluation still 
holds true. 

Since no review of the radiographic manifes- 
tations of bone involvement of late syphilis has 
appeared in many years, this study of 67 cases 
of bone syphilis is being reported. In this study 
are included only instances of bone changes in 
acquired late syphilis. No consideration has been 
given to bone disease in congenital or in early 
acquired syphilis. Involvement of nasal and 
palatine bones as well as the arthropathies have 
been omitted from this study. 

In the 67 patients included in the survey, 117 
bones were found to have radiographic evidence 
of disease. Therefore, many individuals had 


*Read in Section on Radiology, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 

*From the Departments of Roentgenology and Medicine, Van- 
derbilt University School of Medicine, Nashville, Tennessee. 


SOUTHERN MEDICAL JOURNAL 


August 1943 


multiple bone lesions. Obviously, the whole 
skeletal system was not examined and thus mul- 
tiple involvement probably was more frequent 
than is indicated. 

The tibia was involved most frequently, in 
34 (29 per cent) of the 117 diseased bones. It 
is worthy of note that there is frequently dis- 
ease of both the tibia and fibula in the same 
extremity and that bilateral tibial involvement 
is common. In all, 20 different bones were 
represented in the 117 instances of bone disease. 
The clavicle, skull, fibula and femur in the order 
named, after the tibia, were affected most fre- 
quently. Table 1 gives the distribution of the 
bones showing syphilitic disease. 


BONES SHOWING RADIOGRAPHIC EVIDENCE OF 
SYPHILIS IN 67 PATIENTS 


Tibia 34 Mandible 2 
Clavicle 17 Facia] bones 1 
Skull 15 Sternum 1 
Fibula . 15 Spine 1 
Femur 8 Radius 1 
Humerus 5 Metacarpal 1 
Rib Metatarsal 
Ulna 3 Phalanx 1 
Scapula 3 Patella 1 
Malar bone 2 Ischium 1 
Table 1 


The pathologic changes of tertiary syphilis of 
bone are described usually as periosteal gumma 
with secondary changes and as gummatous 
osteitis or osteomyelitis with reactions in the sur- 
rounding bone. The gumma itself causes necrosis 
of bone and therefore is always manifested as 
a destructive or translucent area on the x-ray 
film. ‘The changes in the bone surrounding the 
gumma may vary in extent, shape and density. 
Therefore, there are found in syphilitic disease 
of bone lesions of various kinds which can and 
do simulate most of the other diseases which af- 
fect bone. For simplicity in x-ray interpretation 
the lesions in this series have been classified in 


Fig. 1. Periostitis without destruction. 


osteal reaction. 


Fig. 4. Gummata, periostitis and bone sclerosis. 
the tibial shaft, a not infrequent finding in syphilis of bone. 


Fig. 5. Sclerosing osteitis, 


This is one of the most typical tertiary lesions of bone at one of the most common 
sites, the tibia. There is localized cortical thickening due to periosteal new bone formation with an undulating edge. 


Fig. 2. Gumma. This is a destructive, cyst-like lesion of the cortex with periosteal elevation and thickening. 


Fig. 3. Gumma. Extensive destructive lesions may be seen superficially in both tibiae, with almost complete absence of peri- 
Gummata with periosteal changes are evident in the fibulae. 


The roentgenograph shows numerous periosteal radiations at right angles to 


The roentgenograph shows wavy outlines of dense sclerotic bene, without destruction. 
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three groups dependent upon the most promi- 
nent change seen in the radiographs of the bones. 
It must be understood that all the lesions were 
actually gummata of bone or periosteum though 
in the radiographic examination the gummatous 
nature may not have been discerned. The classi- 
fication used is as follows: 

(1) Periostitis, which may appear as _peri- 
osteal thickening with a localized increase in 
density similar to cortical bone, as laminated 
layers, or as a diffuse, wavy cortical thickening. © 
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In periostitis, the destruction due to gumma 
may or may not be seen. 

(2) Gummatous osteitis, destructive osteitis 
or osteomyelitis, which is usually associated 
with periosteal or endosteal changes and variable 
degrees of sclerosis in the surrounding bone. 

(3) Sclerosing osteitis in which the gumma 
may be very small or obscured, and in which 
periosteal change is usually also present. The 
bone shows increased density. 

In this report the analysis of the predominat- 


Fig. 6. Gumma, periostitis and moderate bone sclerosis. 


Fig. 7. Gumma. This unusual lesion was clinically 
simulates an unusva] type of meningioma. 


The extensive changes in the head of, and about the surgical 
neck of, the humerus simulate those of osteogenic sarcoma or caries sicca due to tuberculosis. 


thought to be an osteoma of* 20 years’ duration. 


The bone change 


Fig. 8. Gummata. The multiple destructive lesions suggest malignant metastases. 


Fig. 9. Gumma. The extensive, irregular destruction of the mandible, bilaterally, 


specific osteomyelitis or fungus infection. 


might more commonly suggest a non- 
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Fig. 1¢ 
Gumma. The destruction of the malar bone and lateral wall 
of the left antrum strongly suggests carcinoma of the an- 
trum. However, another bone defect above the frontal 
sinuses made syphilis more probable. The bone defects 
were restored to normal after 18 months of antisyphilitic 
treatment. 


ing lesions showed gumma in 72 bones, periostitis 
in 27, and sclerosing osteitis in 16 bones. The 
figures illustrate these various types of lesions 
and indicate the conditions to be considered in 
differential diagnosis. 

Because of the possible wide variations, the 
diagnosis of bone syphilis is not always easy 
from the films alone. The bone conditions with 
which syphilis usually is confused are pyogenic 
osteomyelitis, tuberculosis, fungus infections, 
especially the mycoses, primary sarcoma, and 
metastatic malignancy. The multiplicity of 
lesions and the fact that sclerosis or osteoblastic 
changes are common in syphilis are helpful 
differential signs. In the last analysis, the clin- 
ical history, physical examinations and blood 
serologic tests for syphilis must all be carefully 
considered with the x-ray findings in establishing 
the diagnosis. 

SUMMARY 
(1) A study has been made of the roentgeno- 


graphic manifestations of bone lesions in late 
acquired syphilis. 
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(2) In 67 patients, 117 bones were found to 
show changes. 

(3) The lesions have been classified on the 
basis of radiographic interpretation. 
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DISCUSSION (Abstract) 


Dr. Vincent W. Archer, University, Va—We have a 
saying in our radiological department that syphilis 
must be considered in any atypical bone lesion. If we 
do not keep this in mind, tle true diagnosis may 
easily be missed. A recent case exemplifies this. A 
4-months-old colored child was examined radiologically 
on account of marked pain in the left elbow and 
forearia. X-1ay examination showed bone destruction 
in the moderate bone proliferation in the ulna, Lues 
was considered, but three capillary Wassermann’s were 
negative. Later the serologic test was positive and 
the lesion healed under antiluetic treatment. Inade- 
quately treated syphilis wili also »roduce bone lesions 
with negative serum tests. Negative serum, therefore, 
does not eliminate syphilis as an etiologic agent in 
atypical bone lesions. 


Dr. Francis (closing) —Dr. Archer brings up the im- 
portant point about relying on the Wessermann re- 
action for confirmation of diagnosis of syphilis. He 
gave an excellent example of its fallibility in the case of 
congenital syphilis. This paper includes only acquired 
syphilis, but I am sure everyone will agree with his 
remarks. The serological examination is, as is the x-ray 
examination, one phase of the clinical examination. 
Though the Wassermann test is a very valuable aid, 
any single examination is not completely reliable and 
repeated serological tests may be necessary. Also, in 
inadequately treated syphilis it may be misleading. 


The answer to the question as to the color of pa- 
tients in the cases presented, I do not have at hand. 
However, in those cases shown in the slide demonstra- 
tion, I believe there were about as many white people 
as there were colored. The incidence in the entire 
group of syphilis is considerably more common in 
colored than in white. 


I do not have available specific clinical data as to 
the decrease in the case incidence of syphilis. Judging 
from the definite decrease in x-ray examinations, it 
would seem that there is likely to be a definite de- 
crease in clinical incidence of syphilis. Certainly in our 
hospital, which has a fairly large syphilis clinic, we 
see fewer cases of bone syphilis each year. This is 
true of the congenital as well as of the acquired type 
of syphilis. 
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CARDIOVASCULAR ALLERGY* 


By Hat M. Davison, M.D., 
James C. THoRouGHMAN, M.D. 


and 


Harotp Bowcock, M.D. 
Atlanta, Georgia 


The study of allergy is in its thirty-first year. 
The present concept of the allergic reaction is 
universally accepted as consisting of: 


(a) Increased capillary permeability 
(b) Cellular infiltration 

(c) Edema, and, 

(d) Smooth muscle spasm 


We might add to these itching and local or 
general eosinophilia, but these two manifesta- 
tions are present less consistently than the first 
four. We have watched the clinical recognition 
of allergic diseases, which at first included only 
hay fever and asthma, grow to embrace reac- 
tions occurring in all the tissues and organs 
of the body. These reactions should not have 
astonished us, because every organ in the body 
contains the tissues necessary for the allergic 
mechanism, that is: capillaries and smooth mus- 
cle. Perhaps the reticence of our profession as a 
whole to accept allergy has made even allergists 
too conservative. 

For over two decades, more than two-thirds 
of the time we have known and studied allergy, 
medical literature has been spotted with articles 
on allergic reactions occurring in cardiovascular 
tissues. These articles have been written by 
recognized authorities: by research workers, by 
pathologists, and by clinicians. Despite the in- 
formation contained in them, seldom do we find 
a cardiologist or an allergist who will admit that 
allergic reactions occur in the heart itself. 

Vaughan,' in his book on the “Practice of 
Allergy,” gives 9! pages to cardiovascular dis- 
ease, and discusses thrombo-angiitis obliterans, 
angina pectoris, arrhythmia, cardiac asthma, 
hypertension, and periarteritis nodosa. Six of 
these pages are devoted to hypertension and 
concerning hypertension only does Vaughan ex- 
press an opinion: 

“Essential hypertension is a disease the etiology of 
which is, in the last analysis, still unknown. The ob- 
servations herein reported suggest that one contributory 


*Read in Section on Allergy, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 
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factor may be -specific sensitization, provided the in- 
dividual is allergic, and further, provided the vascular 
musculature happens to be a shock tissue in the in- 
dividual case. 

“The existence of an allergic state would not alone 
be sufficient to produce essential hypertension. The 
hypertensive predisposition must also be present.” 

Rowe? in his latest book on elimination diets 
devotes a page to cardiovascular allergy and 
concludes: 

“As yet, definite evidence has not been assembled 
that any of these manifestations are due to allergy. At 
present, it is justifiable to consider allergy as a possible 
cause in most of these conditions, using the methods of 
study and treatment discussed in this volume.” 

H. L. Alexander,’ in his Synopsis of Allergy, 
1941, only mentions cardiac arrhythmias as being 
one of the many symptom complexes attributed 
to allergy, and says that evidence is not suf- 
ficient to substantiate the claim. 

The Symposium, “Allergy in Clinical Prac- 
tice,”* edited by Thomas of the Cleveland Clinic, 
does not mention allergy of the cardiovascular 
system. 

We observe clinically and admit that reactions 
from sensitizing foods result in migraine, other 
cerebral reactions, urticaria, angio-edema, al- 
lergic coryza, asthma, reactions about tendons 
and joints, jaundice, purpura, the “allergic blad- 
der,” various gastro-intestinal syndromes, and 
the like. Yet, when these patients die, usually 
of some intercurrent disease, in most instances, 
pathologic examination shows no residual changes 
in the organs affected, because the allergic re- 
action had been a reversible one. When we 
see repeatedly in a known allergic patient the 
same clinical heart reaction following the inges- 
tion of a certain food, with or without other 
allergic manifestations, we conservatively say 
that allergic is only a precipitating factor. 

We present here a resumé of representative 
articles on cardiovascular allergy. 

From the pathological standpoint, there is evi- 
dence to show that anaphylaxis and allergic 
processes occur in and about the vessels and in 
the tissues of the heart, and also that experi- 
mental anaphylactic shock affects the hearts of 
animals either directly or indirectly. Auer and 
Lewis® have shown that there are disturbances 
of conduction in the heart of the guinea pig, 
and Auer® demonstrated heart block in the rab- 
bit during anaphylaxis. Auer and Robinson,’ in 
an electrocardiographic study of the anaphylac- 
tic rabbit, showed disturbances in conduction 
ranging from slight delay to partial and com- 
plete heart block, and suggested that a similar 
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mechanism might play a role in producing car- 
diac disturbances in man. K6nigsfeld and Op- 
penheimer® also made similar electrocardio- 
graphic studies and obtained like results, but 
concluded that their findings were due to the 
asphyxia produced by anaphylaxis on the guinea 
pig heart. Still later Criep® made a very thor- 
ough electrocardiographic study of the effect of 
anaphylaxis on the cardiac mechanism both in 
the guinea pig and in the rabbit. He found 
the effect of artificial asphyxia and of anaphy- 
laxis to be the same, that is, bradycardia, par- 
tial or complete block, inversion of the T wave, 
with a shortened R-T interval and a high 
T take-off, and auricular and ventricular fibril- 
lation. Criep found the changes in the T-wave 
not unlike those noted in coronary occlusion and 
stated that his findings suggested that the 
changes in the cardiac mechanism might be due 
to myocardial anoxemia. Microscopic examina- 
tion of sections of the hearts of these animals 
revealed nothing of note as a physical basis for 
the changes observed. Since sections do show 
spasm of the bronchi of guinea pigs and spasm 
of the smaller arteries in the lungs of rabbits 
killed by anaphylactic shock, this is presump- 
tive evidence that there were no similar changes 
in the coronary vessels of these animals. 

Wilcox and Andrus,!® however, have shown 
that the isolated hearts of guinea pigs sensitized 
to horse serum reacted characteristically upon 
exposure to small amounts of antigen. The rate 
was temporarily increased, there was transient 
alteration in the amplitude of contractions, elec- 
trocardiographic abnormalities, and a striking 
reduction in the rate of flow through the 
coronary arteries. 

Hitchcock“ has demonstrated perivascular 
aggregates in the lungs and livers of previously 
sensitized rabbits following the intravenous in- 
jection of small doses of non-hemolytic strep- 
tococci. Clark and Kaplan™ report their find- 
ings in two patients who had evidence of serum 
disease and died after the injection of large 
doses of serum. There was a proliferation of 
histiocytes in the mural and valvular endocar- 
dium, in the intima of the aorta, and in the 
intima of the pulmonary and coronary arteries. 
This was accompanied by a multiplication of 
interstitial cells of the myocardium and other 
viscera and by a necrotising arteritis and peri- 
arteritis of the smaller coronary arteries. Later, 
Clark"* reported other cases dying following 
serum disease and showing a similar infiltra- 
tion of histiocytes in the subendocardial and 
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connective tissues of the heart accompanied by 
a focal infiltration between the muscle fibers. 

Wadsworth and Brown‘ have also reported 
a case of acute carditis following serum sickness. 

Harkavy” found eosinophilic infiltrations in 
the walls of the pulmonary arteries of a patient 
who died from asthma. 

Harkavy’® '* later gave a very detailed report 
on eight cases with rather remarkable findings. 
Seven of these patients suffered with bronchial 
asthma and one with bronchiospasm and cough. 
Associated with the major attacks of asthma 
were migratory interstitial lesions in the lungs, 
with eosinophils in the sputum and reactions 
in the serous membranes evidenced by pleural 
effusions in six cases and by peritoneal exudates 
and pericarditis in three cases. These exudates 
contained numerous eosinophils. During the at- 
tacks there were demonstrated electrocardio- 
graphic abnormalities in the deflections and 
amplitudes of the QRS complexes and of the 
T waves. In two cases these changes were per- 
manent. Other features stressed by Harkavy 
were eosinophilia in all cases, polyarthritis and 
polyneuritis in three cases, hemorrhagic nec- 
roses of the thigh in one case, and urticaria, 
angioneurotic edema and purpura in two cases, 
in one of which there also developed subcu- 
taneous nodules. Biopsies from the cutaneous 
lesions and from a nodule showed perivascular 
eosinophilic infiltrations, and, in addition, the 
nodule showed areas of periarteritis nodosa. 
Bone marrow obtained by sternal puncture 
showed a marked increase in eosinophilic granu- 
locytes. 

Harkavy concluded that the recurrent in- 
terstitial pulmonary infiltrations accompanied by 
the various other significant findings were prob- 
ably due to vascular reactions in the respective 
tissues similar to those revealed by biopsies of 
skin, and that vascular sensitivity played the 
primary role in the production of the above 
lesions. Autopsy in one of the patients with 
the permanent electrocardiographic changes 
showed thickening of small arteries, arteritis, and 
perivascular fibrosis in the myocardium. 

Judging from the observations of various au- 
thors,!5-22 there seems to be little doubt that un- 
complicated bronchial asthma, even when of long 
duration with often repeated and severe attacks, 
produces no typical demonstrable changes in the 
heart and blood vessels. As Alexander** has re- 
marked, the heart remains “singularly free” in 
asthma. The observation and findings of each 
of the above authors have been adequately 
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checked by others, and we may assume them to 
be true. Then we may also assume that cardiac 
findings, both clinical and pathological, found 
in asthmatics, beyond those usual for the age 
and state of the patient, are due to other causes 
than the asthma, and may be due to a localized 
allergy. 

Findings at autopsy on patients who have died 
of periarteritis nodosa demonstrate the extreme 
allergic changes that may occur in and about 
the vessels. Kline** found the same changes 
in and about the coronary arteries that oc- 
curred over the rest of the body. Curtis and 
Coffey** report the electrocardiographic changes 
observed in a patient with periarteritis nodosa 
over a period of four years. The electrocardio- 
gram was normal when first examined; in one 
month T2 and Ts became inverted, and later Ti 
was flattened. Autopsy showed typical changes 
in and about the vessels, perivascular cellular 
infiltration, mostly eosinophils, an increase in 
fibrous tissue in the adventitia, and a marked 
obliterative intimitis with reduction of the 
lumen of the vessels. Practically all of the 
smaller arteries were involved, and the changes 
in the coronaries were similar to those over the 
rest of the body. Examination of the heart 
showed atrophy of the myocardium, infarcts and 
fibrosis. In the aorta there were the same 
changes that were found in the other vessels. 
Cohen et al.?° found similar pathology, and men- 
tion severe degenerative and necrotic changes 
involving one or more coats of the vessels. They 
compare the irreversible reaction of this dis- 
ease with that of the Arthus phenomenon and 
call periarteritis nodosa a manifestation of clin- 
ical allergy so severe that irreversible and de- 
structive lesions occur in the blood vessels and 
lead to disturbances in the function of organs 
supplied by the involved vessels. 

There is evidence to show that thrombo- 
angiitis obliterans is a clinical manifestation of 
vascular allergy. Sulzberger and Feil® classify 
this disease as a condition usually associated 
with a specific and marked hypersensitiveness 
of the vascular apparatus to tobacco. Of 22 un- 
selected and consecutive cases of thrombo- 
angiitis obliterans, 19 reacted to tobacco extract. 
In a controlled survey they found that 77 per 
cent of the cases of thrombo-angiitis obliterans 
reacted to tobacco, 36 per cent of adult smokers 
reacted, and 16 per cent of adult non-smokers. 
Harkavy”* 252° has adequately shown the rela- 
tionship between the hypersensitiveness to to- 
bacco and the skin reaction in vascular disease. 
Duke*® in certain patients has been able to 
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produce at will attacks of angina, attacks of 
tachycardia, and in others ventricular extra- 
systoles by the use of heat, of cold, and of effort, 
and could terminate these attacks by the op- 
posite medium or by the use of epinephrine. 

Horton*! and others demonstrated on 22 pa- 
tients the production of allergic phenomena by 
the use of cold, including urticaria, angio- 
endema, dysphagia, and syncope. Local and 
systemic reactions in some of these patients 
were produced by immersing their hands in 
water at 8° C. for six minutes, and consisted of 
pallor, then redness and swelling, and a systemic 
reaction which came in three to six minutes. 
This systemic reaction consisted of flushing of 
the face, a fall in blood pressure, a rise in the 
pulse rate, and either actual! syncope or a tend- 
ency to it. The placing of a tourniquet on the 
arms prevented the systemic reaction, but when 
the tourniquet was released, the systemic reac- 
tion was stronger and lasted longer. There 
seems to be little doubt that the vascular re- 
sponse was due to an allergic reaction and that 
the systemic reaction resulted from it. 

There is also evidence to show a relationship 
between allergy and some cases of hypertension. 
Cooke** says that in some asthmatic patients 
with hypertension, epinephrine lowers the blood 
pressure, and suggests that these patients may 
have a rise in blood pressure with their attacks 
of asthma. Vaughan and others,** from a study 
of patients in whom the hypertension was af- 
fected by foods, conclude that specific sensitiza- 
tion may be a contributing factor in the cause 
of essential hypertension. There is apparently 
no idea expressed that sensitization might be 
the actual cause of the increase in pressure. 

Liston** gives a report on 15 patients with 
hypertension whose blood pressure could be 
lowered at will by the omission of certain foods 
from their diet, and raised by the inclusion of 
these foods. He says: 

“By removing the offending food, essential hyper- 
tension of years’ duration has come down to normal 
within 72 hours.” 

He reported a case in which hypertension and 
angina were relieved by the omission of milk 
from the diet and stopping the patient from 
smoking. 

Gay** reported 20 patients with essential 
hypertension, all of whom were treated by food 
elimination alone. Nineteen were relieved and 
blood pressure which had averaged 180/90 was 
kept between 120/65 and 140/80. 


Kylin*® $7 also mentions the fact that in some 
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patients with hypertension epinephrine causes 
a drop rather than a rise in blood pressure. Later 
he reported three cases of asthma with essential 
hypertension. Peterson*® and others also men- 
tion such cases. 

Kahn* has reported patients with severe in- 
tractable asthma with hypertension in whom 
the blood pressure dropped upon the adminis- 
tration of epinephrine. Waldbott*® over a pe- 
riod of years studied a case of hypertension as- 
sociated with allergic symptoms in whom the 
blood pressure could be dropped or raised by the 
omission or ingestion of certain foods. He be- 
lieves some cases of essential hypertension to 
be allergic in origin, and suggests the possibility 
that epinephrine may be used to differentiate 
allergic from non-allergic hypertension. 

Rinkel*! told me some years ago that he be- 
lieved that some cases of hypertension were 
allergic in origin and described the following 
case: 

At his request a colleague sent him a patient with 
essential hypertension. He demonstrated by ttial diets 
that the blood pressure dropped upon the omission of 
certain foods, and could be raised to the former level 
after ingestion of these foods. He then had the patient 
omit these foods for some weeks and then take them 
again, The blood pressure was raised far above its 
former highest point, and a hemorrhagic nephritis de- 
veloped, which was accompanied by a marked gen- 
eral edema. 

Lichtwitz in his book, “Nephritis,” says that 
acute glomerulonephritis and focal nephritis are 
both manifestations of vascular allergy. 

Other articles refer to the clinical effect of 
allergy on the heart itself. Richardson** in an 
article on cardiac arrhythmia mentions that 
allergy may be responsible for the production 
of extrasystoles, but does not mention any 
other possibilities. Bullrich*t says that both 
anaphylactic shock and allergic shock may pro- 
duce grave collapse of the heart. He discusses 
the relation between the use of tobacco and car- 
diovascular allergy, symptoms resulting from 
angiospastic crisis, especially Buerger’s disease, 
angina pectoris, and functional disturbances of 
rhythm and paroxysmal tachycardia. He be- 
lieves that Aschoff's bodies are local manifes- 
tations of allergy. 

Hansen,** in discussing allergic reactions, men- 
tions paroxysmal tachycardia and angina pectoris, 
and suggests that angina pectoris results from 
a spasm of the coronary arteries due to sensi- 
tization to foods, chemicals, and the like. Shook- 
hoff*® and others have reported three cases of 
severe angina occurring after the administration 
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of aspirin, and Shookhoff** a case with hyper- 
tension and marked sclerosis of the retinal ves- 
sels, in which the patient had suffered a coronary 
occlusion two years before, since this time had 
had anginal attacks upon effort, and who, dur- 
ing the ragweed season, began to have three or 
four anginal attacks a day without effort.. In- 
stallation of a pollen filter relieved these attacks 
in 24 hours. Rowe,*® in discussing the above 
paper, reports a similar case in a woman 70 years 
of age whose angina, greatly increased during 
the grass season, was partially relieved by a 
pollen filter and by injection of pollen extracts. 

Werley*® *° reports a study of 135 cases of 
angina pectoris and cardiac infarct. There was 
a history of allergy in 93 per cent. Thirty-six 
were tested, and all gave positive reactions. 
Some of these cases which had not been relieved 
by drugs were relieved by the omission of foods 
to which they were sensitive, and ingestion of 
these foods reproduced attacks. Werley con- 
cluded that food allergy was more than a pre- 
cipitating factor in these cases. Herrmann,® in 
the discussion of the above paper, reported a 
case of angina in a coffee drinker relieved by ab- 
stinence, and another case of atypical anginal 
pain occurring during the hay fever season and 
relieved by injection of ragweed pollen extract. 
Balyeat,™ in a discussion of Werley’s first article, 
described a patient who fell unconscious on the 
street after eating three eggs, and who had with 
this attack numerous extrasystoles. The skin 
test was positive to egg, and there was a history 
of yastro-intestinal disturbances caused by eggs 
and of extrasystoles made worse by eggs. 

Kern,® ** in discussion of two of the above 
references, reports a case of a woman in whom 
certain foods would precipitate an attack of 
paroxysmal tachycardia and another woman pa- 
tient who had had asthma since the age of 12 
and who began having anginal attacks at the 
age of 35. The electrocardiogram showed T- 
wave changes. Both the asthma and the an- 
gina were relieved by avoidance of ‘substances 
to which the patient was sensitive, and with 
the relief of the attacks the electrocardiogram 
returned to normal. 

Coca in two articles®* 5° discusses the increase 
in heart rate occurring in patients after the in- 
gestion of food to which they are sensitive, and 
suggests using this increase in rate as a clinical 
test for food sensitivity. 

Ryle,®” in a discussion of abdominal and cir- 
culatory phenomena of allergy, suggests that be- 
fore any one of these disturbances is labeled 
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allergic, two or more of the following postulates “($) The disturbances should show some such in- 
hould be fulfilled: termittency or periodicity as obtained with other al- 
should be fulfilled: <n 
lergic disorders. 
“(1) The symptoms should bear a close comparison “(6) Every care should have been taken to exclude 
with those observed in human anaphylaxis or serum organic disease.” 
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In none of these cases did history or physical 
examination suggest other heart disease. Roent- 
genologic examinations were made in 14 cases, 
and in twelve of these were negative; in one 
there was slight enlargement of the heart shadow 
and in another a slight increase in the size of 
the aortic knuckle. Electrocardiograms were 
made in 13 of the cases, and when possible, both 
during an attack and in the interval between 
attacks. No suggestion of cardiac damage was 
found except minimal myocardial changes in 
two cases, the patients 49 and 59 years old, 
respectively. 

Case 6 we believe to be allergic, but proof is 
insufficient. However, there was a definite his- 
tory of repeated gastro-intestinal attacks after 
the ingestion of either seafood or onions. These 
gastro-intestinal attacks were accompanied by 
attacks of tachycardia, but the tachycardia also 
occurred at other times. There was no family 
history of allergy, but the patient knew little 
about her parents’ people. She has been free 
of the attacks for as long as three months and 
has had attacks as often as twice a week. The 
patient refused to test clinically seafoods and 
onions, and we have been unable to prove causa- 
tive relationship between the tachycardia and 
other foods. She cannot or will not use trial 
diets. 

Ten of the fifteen patients had noticed no 
relationship between the ingestion of any par- 
ticular foods and their attacks of tachycardia, 
but 7 of the ten found a definite relationship 
between the ingestion of certain foods and their 
allergic attacks. Two patients gave history 
that tachycardia came only during allergic at- 
tacks. These patients gave a history of know- 
ing foods which would precipitate an attack of 
tachycardia. 


Case 12, that of a girl 4 years old, had had a 
continuous tachycardia of 180 p.m. for two 
years. It apparently caused her little concern. 
Her family moved twice, and we have been un- 
able to follow the case. 

Most of the patients who have been relieved 
of their symptoms have refused to try to pre- 
cipitate attacks. In only one case have we evi- 
dence of attacks repeatedly caused by the in- 
gestion of one food. 

Case 14 had suffered from paroxysmal tachycardia 
since the age of 16, and migraine and gastro-intestinal 
upsets since 17. This patient, a physician, finally be- 
came almost incapacitated by his attacks. He was 
put on a diet of milk only, and called 24 hours later 
to say that he had to discontinue the diet because he 
was having the most severe symptoms he had ever 
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suffered. A diet excluding milk and all milk products 
gave complete relief from his tachycardia, but he had 
occasional light attacks of headache and gastro-intestinal 
symptoms. He began to “try” small amounts of milk, 
butter, or cheese, and the tachycardia always returned. 
It was suggested that he go to Dr. Rinkel, of Kansas 
City. There he was convinced of his sensitivity to 
foods, and afterwards remained without milk and 
without tachycardia for over two years. He then went 
to a physician for a general check-up. This physician 
did not “believe” in food allergy and instructed him 
to eat all milk products he wanted. That night, 
after a large amount of ice cream, he suffered such 
a severe attack of tachycardia that he could scarcely 
breathe. This attack was “psychological,” so his 
physician had him take more milk, and a worse at- 
tack resulted. Then he was carried to a hospital for 
observation, where there followed more milk, and an- 
other attack so severe that the patient almost reached 
unconsciousness. The doctor then admitted the pos- 
sible relationship between milk and the tachycardia. 
The patient by that time had become convinced of 
his sensitivity, and has remained on his diet since, 
free of his heart attacks. 


The results in the above fifteen cases may be 
summarized as follows: 


Contact lost 2 
Discontinued treatment 2 
Under treatment 2 
Unrelieved 2 


Symptoms controlled 7 
SUMMARY 


A summary of representative articles on va- 
rious forms of cardiovascular allergy has been 
given. These articles show that: 

(1) Anaphylactic and allergic processes in 
some cases have caused demonstrable pathology 
in the blood vessels in all the organs of the body, 
including the heart, and also in the tissues of 
the heart itself. 

(2) Uncomplicated bronchial asthma, even of 
long duration with often repeated and severe 
attacks, produces no typical demonstrable 
changes in the heart and blood vessels. 

(3) Periarteritis nodosa and thrombo-angiitis 
most often occur in hypersensitive individuals 
and are probably allergic in origin. 

(4) Heat, cold, and effort have been used to 
produce at will in certain patients attacks of 
angina, attacks of tachycardia, and attacks of 
ventricular extrasystoles, and these attacks could 
be terminated by the use of the opposite medium 
or by the use of epinephrine. 

(5) There exists a relationship between al- 
lergy and some cases of essential hypertension 
and some cases of nephritis. 

(6) There is in some instances a relationship 
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between allergy and certain manifestations of 


cardiac abnormality, 


such as_ extrasystoles, 


tachycardia, paroxysmal tachycardia, angina, 
and coronary occlusion. 


(7) We have given a resumé of 15 cases, all 


showing evidence of one or more allergic phe- 
nomena, and presenting cardiac symptoms such 


as 


tachycardia, paroxysmal tachycardia, auricu- 


lar fibrillation or auricular flutter. In one case, 
paroxysmal tachycardia was repeatedly produced 
by the ingestion of milk. 
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DISCUSSION (Abstract) 


Dr. Wyndham B. Blanton, Richmond, Va.—This paper 
seems to me a most conservative statement of the case 


for cardiovascular allergy as it now stands. 


I gather 


that Dr. Davison and his co-workers feel that though 
some good work has already been done in this field, 


the cardiovascular manifestations of allergy will still bear 
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a good deal of careful experimental and clinical scrutiny 
before they are assigned a permanent seat in the house 
of allergy. 

Dr. Davison calls attention to the spotty literature on 
the subject. He has not found the literature crowded 
with contributions. He quotes from well known au- 
thors of textbooks on allergy, demonstrating effectively 
how little they have said on this subject, some nothing 
at all. If he had felt it necessary, he could have 
searched the textbooks on cardiovascular disease, with 
even more striking results. For example, the American 
Heart Journal (examined by me for the last twenty 
years) has had no articles on cardiovascular allergy 
during this long period. Leaman’s book is an excep- 
tion. Dr. Richard Kern has a chapter on allergy. 

Take periarteritis nodosa as an example. All we 
can say is that sections of tissue exhibit a pathologic 
process resembling that considered to be characteristic 
of allergy and that eosinophilia and sometimes asthma 
are associated. 


What can we say more about thrombo-arteritis 
obliterans than that sufferers from this disease show 
skin sensitivity to tobacco, or at most, tolerate to- 
bacco poorly? 

These fifteen allergic individuals reported by Dr. 
Davison in which cardiac symptoms, without cardiac 
signs, were manifested, some of whom were benefited by 
avoidance, add, of course, to the increasing weight of 
evidence that cardiovascular tissue may be occasionally 
the scene of allergic reactions. In fact, Dr. Davison 
makes the claim no stronger than that (I quote his 
own words): “There is in some instances a relationship 
between allergy and certain manifestations of cardiac 
abnormality.” 

Kern, in the book referred to a moment ago, sug- 
gests the trigger mechanism as the explanation of the 
phenomena under consideration. But is not that just 
another attempt to use the back door in order to admit 
questionable characters to the house of allergy? Pilfer- 
ing another of Kern’s ideas, may not the chief role of 
allergy in the cardiovascular diseases be that of adding 
an additional burden to a patient already the victim 
of another serious affection? 

The whole subject obviously awaits statistical con- 
firmation on a much wider scale and perhaps the dis- 
covery of methods that will give a new experimental 
and diagnostic approach. 


Dr. Oscar Swineford, Jr., University, Va—There is a 
considerable experimental background for the concept 
of cardiovascular allergy. For example, the guinea pig 
dead of anaphylactic shock has multiple petechial hem- 
orrhages in the viscera and serous surfaces, in addition 
to the striking ballooning of the lungs. Then there are 
the classical experiments of Schenk and his associates, 
who showed in moving pictures the slowing of the blood, 
contraction of arterioles, accumulation of leukocytes, es- 
pecially eosinophils, and extravasation of serum and cells 
in the granulation tissues of sensitized rabbits in response 
to contact with specific antigens. 

More recently Wittick has studied the effects of 
anaphylaxis of the circulation of the chick embryo. 

The statistical importance of clinical cardiovascular 
allergy in the total sphere of cardiovascular disease re- 
mains to be seen, It is to be hoped that this and 
comparable papers will stimulate more detailed experi- 
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mental studies of the role of vascular allergy in the 
initiation of the changes which we recognize grossly 
as the allergic diseases. 


Dr. Davison (closing)—I am sorry that I have 
given Dr. Blanton the impression that I am not con- 
vinced of the occurrence of allergic manifestations in 
the cardiovascular system. The contrary is true, and 
this paper is in a measure a reproach to myself and 
to others that we have ignored this phase of allergy 
in practical work. I am ashamed to admit that I 
heard a good many of the papers referred to above 
at their original presentation, and still overlooked the 
problem. Allergy is a comparatively young subject, 
and the extent of its significance has had tardy recog- 
nition in the numerous older fields of practice. In 
the last ‘ew years it has established itself as an essen- 
tial consideration. 

Taking into account the total volume of medical 
literature, the phrase “spotted with articles” on cardio- 
vascular allergy is a figure of speech, and the refer- 
ences given in this paper are only representative of 
the whole. It is my impression that any one who has 
had experience in treating allergic diseases, and who will 
review this literature, will become as convinced as I 
have been that a certain percentage of cardiovascular 
symptoms are due to allergy, and that these have been 
passed by, not only by the other specialties, but by 
allergists themselves. 


THE YARD-STICK OF ALLERGIC 
THERAPY* 


By C. MALonE Stroup, M.D. 
St. Louis, Missouri 


“Medicine sometimes cures, often relieves, 
always consoles.” This statement, made when 
medicine was little more than an art, is just as 
true today. In analyzing it, one finds evidence 
of the difficulty in measuring the efficacy of any 
therapy. It would be easy to measure therapeutic 
efforts if results could be tabulated in terms of 
cured or uncured patients. Unfortunately, this 
is true in only a few ailments. In some dis- 
orders, relief is of such importance that the ef- 
fects of therapeusis must be measured accord- 
ingly. In the control of chronic illness, how- 
ever, relief is not the only goal. In fact, many 
medicaments used for relief are detrimental if 
used excessively or over long periods. Even the 
judicious use of drugs, sera, and other thera- 
peutic agents is not always as beneficial as a 
thorough understanding of the sufferer and his 
problems. Nearly every allergic patient presents 
the problems of a chronically ill person. The 


*Chairman’s Address, Section on Allergy, Southern Medical 
Association, Thirty-Sixth Annual Meeting, Richmond, Virginia, 
November 10-12, 1942. 
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proper management of allergic people should be 
directed toward simplification of their complex 
lives. Certainly much can be done to make their 
lives smoother and easier. 

Must we measure allergic therapy by the de- 
gree of relief obtained? Eyermann, Bohner, 
and others have pointed out many of the dif- 
ficulties when this is attempted. Less cautious 
ones, armed with a “clinical hunch” and a “statis- 
tical bent,” have chronicled their enthusiastic 
efforts until the literature is cluttered with data. 


Although allergy was born and bred in the 
laboratory, there are at present no laboratory 
means of measuring the efficacy of treatment. 
Animal experimentation contributed largely to 
the development of allergy, yet it cannot be used 
to measure therapeutic effect in human beings. 
When man came into the picture, all the com- 
plexities of his daily living entered with him. 
Much has been written concerning tests and 
treatment of various specific illnesses. A great 
deal has been said of relief, but this paper is not 
concerned with specific treatment or direct relief 
of symptoms. 

What then, do we mean by “the yard-stick 
of allergic therapy?”’ I wish to consider the 
effects of therapy in a broader sense. What has 
allergy meant to the anthropological curiosity, 
man? What has it meant to us as physicians? 
It has developed rapidly and now concerns a 
great many people: the patients, the practi- 
tioners, the internists, the immunologists, the 
otolaryngologists, the pediatricians, the derma- 
tologists, and many other medical workers. Has 
it meant all that it should? Has its application 
been as beneficial as it could be? It seems to 
me that a true measure of allergic therapy be- 
comes a measure of allergic efficiency. Has it 
reached all the people it should have? Have 
they utilized all its benefits wisely? If we esti- 
mate the possibilities of those concerned in the 
development of a given field, we must know 
something of the functions of those who are in- 
volved in its interests. Of those interested, the 
patients form the most important group. It is 
for them that the effort is made. If it were not 
for them, this paper could deal entirely with 
pseudo-scientific absurdities. They are the ones 
for whom we labor. They are the consumers 
and, incidentally, the ones who pay the bills. Mr. 
John Q. Public comes in to say “I want the 
best.” Joe Blow wants the best for himself and 
his family. Do they always get the best? In 
calculating our efforts in their behalf, hereafter 
in this paper let us use the adjective ‘‘best” 
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as a yard-stick. Let us then try to determine 
what the best of the various groups are ac- 
complishing. 

The best patients are the ones who cooperate 
perfectly with the best physicians. They obtain 
the best care. In the early days of the applica- 
tion of anaphylaxis to humans, there was a 
fertile field for experimentation. I have been 
told by older allergists that patients cooperated 
better and did not mind being experimented 
upon. Perhaps it was the fact that they were 
groping for relief. Many of them were eager to 
cooperate because it afforded a new hope for 
them. The willingness now to try the new does 
not seem so evident. Having learned a little, 
many of them now go shopping for what they 
consider the best. Unfortunately, in many in- 
stances, they have learned more about a phy- 
sician’s pet theory than they have about funda- 
mentals and, therefore, have many false impres- 
sions. This is the fault of the relationship be- 
tween physician and patient. Undue optimism 
has sometimes misled both physician and patient. 
The patient is what the doctor has made him. 
The physician is the one, after all, who is re- 
sponsible for the education of the patient, as 
well as that of his colleagues. 

A thorough understanding between physician 
and patient is necessary. The best relationship 
between physician and patient is that of mutual 
trust founded upon a mutual desire to benefit 
one another. The physician must know his pa- 
tient, but, above all, he must know himself. He 
must know his limitations. He must know that 
man, the observer, suffers the same as man, the 
observed. Neither drugs nor effort take the 
frail out of frailty. 

The best physicians know the worthlessness of 
most drugs. The best patients do not. Drugs 
are easy to administer. Everybody knows that. 
Most of the drugs sold in this country are self- 
administered. People who are chronically ill are 
prone to self-medication. According to the Drug 
Trade News of Tune, 1941, of the total drug sales 
for 1940, $1,612,000,000, only 13.9 per cent of 
this total, $225,022,143 were sold on prescription. 
The retail sales value of vitamin products 
amounted to $50,000,000 in 1937, and $100,000- 
000 in 1938. Only 50 per cent were sold on 
prescription. All of us know that the man be- 
hind the gun does not alter the effect of the 
ammunition, but the physician may alter the 
effect of his prescription by well chosen words. 
There is an immeasurable psychotherapeutic 
effect. The physician must be aware of his 


ic. 
er 


Vol. 36 No 8 


position and of his own importance in the field 
of therapeutics. A paper was once written which 
bore the title “The Physician as a Therapeutic 
Agent.” Let us remember that when one goes 
to a healer, be he physician or not, he is looking 
for relief, for cure, or for consolation. Every 
practitioner of the healing art is endowed, there- 
fore, with certain powers. It behooves us to 
understand ourselves, our patients, and our fel- 
low-doctors. 

The best understanding that a physician can 
have of himself is none too good. It is proper 
for us to use medicine, psychotherapy, or other 
forms of treatment, but we should be able to 
determine which form of therapy brought about 
the desired results. Otherwise, we may go on 
for a long time and finally find that we are 
somewhat in the position of the choir boy who 
for years had sung “twirl about ten” with the 
same devout feeling and edification as if he had 
used the standard symbols “world without end.” 

The best allergists realize that the function of 
an allergist is to be humanitarian, to practice 
internal medicine, and to add to the knowledge 
of allergy. 


The best allergists know the worthlessness of 
most tests. Is the converse true? Some months 
ago, I heard a noted allergist say that food tests 
were no longer considered to be of value in the 
management of eczema in children. I expressed 
surprise. Two other allergists in the same group 
said that they had discarded food tests in simi- 
lar cases. I then began to consider the records 
of some of my patients. I wanted to find out 
why I still did tests. I found many instances 
in which I felt that intracutaneous tests, done 
always after percutaneous tests, had been of 
great value in solving the problem of eczema in 
children. 


The history of one merits repetition. He had 
been seen by two allergists who had not done 
tests. In a lad, whose eczema began on his 
face and arms at the age of four months, and 
gradually became worse until eventually the en- 
tire skin was involved, secondary infection re- 
sulted in general lymphadenopathy and fever. 
The eczema began while he was on a diet of 
cow’s milk, orange juice, and cod liver oil. He 
had had desultory dietary restrictions without 
the directional aid of cutaneous tests. He was 
seen at the age of three years with a generalized 
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dermatitis. He was placed in an environment 
free of the inhaJant and contactant allergens 
which gave positive cutaneous reactions, was 
allowed a diet composed of the foods which gave 
no skin reactions, and permitted to continue 
with the tar ointment he had been using. He 
improved rapidly and later exacerbations oc- 
curred from a deliberate ingestion of the posi- 
tively reacting food. This was not surprising 
because in our experience the results of skin 
tests are clinically significant in most instances. 
His previous medical advisers had not done skin 
tests. Some were internists, some were gen- 
eral practitioners who ordinarily never perform 
skin tests, some were dermatologists who do not 
believe in the worth of skin tests, and others 
were allergists who thought that skin tests were 
not clinically applicable in this case and that 
their performance would be a wasteful procedure. 

Since other examples occur frequently in our 
experience, undoubtedly they occur in the ex- 
perience of others. One must conclude that 
allergy is not taught as efficiently as it could be. 
The best teachers of allergy disagree among 
themselves. In the pre-clinical days of allergy, 
the investigators in immunology disagreed, but 
in general, they taught and believed the same 
fundamental principles. Since the clinical ap- 
plication of allergy, there has been great dis- 
agreement regarding the method of performance, 
the type, and strength of the solution used in 
testing and the clinical correlation, as well as 
many other details of management. In the same 
town, even on the same medical faculty, you 
will find some who do not diet patients because 
they fear dietary imbalance, and you will find 
others who do diet them, even without relief of 
symptoms, until their diets are poorly balanced. 
I believe it is not unreasonable to expect in- 
structors of the same subject in the same medi- 
cal school to be unified in their teaching, yet 
one does find the various instructors teaching 
different concepts of the diagnosis and manage- 
ment of allergic patients to the same class. Gen- 
eralization in medicine is still folly. Each pa- 
tient must be treated individually. I do not 
believe that students should be taught other- 
wise. If a person who has had training in allergy 
and dermatology cannot tell who should be 
tested, why should someone with less derma- 
tological experience tell his patients that tests 
are of no benefit? Instructors of allergy should 
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teach that a careful history, taken by a careful, 
open-minded observer, will frequently determine 
the need for tests or other allergic methods. 

The history of a patient seen recently indi- 
cates some of the difficulties in teaching. A 
doctor’s wife was told that she had intrinsic 
asthma and nothing could be done about it. She 
came to me, and not being convinced that she 
had intrinsic asthma, I treated her as I treat all 
asthmatic patients, and have thus far had ex- 
cellent results. More than half of my patients 
with asthma who were placed in a certain hos- 
pital during the past year were thought to have 
intrinsic asthma by the interns. Upon close 
questioning, I find that intrinsic asthma means, 
te most of them, a chronic type of asthma whose 
etiologic factor originates in the body of the pa- 
tient, and that there is nothing you can do about 
it. Forthwith, the effort to determine extraneous 
etiologic factors is dismissed. In some communi- 
ties it seems that the intrinsic tail wags the 
allergic dog. I feel that it is wrong to teach 
students in such a manner that they get a “you 
can’t do anything about it” attitude. This is 
bound to occur when instructors and students 
do not understand the allergic sufferer as a 
whole. 

The best dermatologists and the best allergists 
are more nearly in accord than they were a few 
years ago. The best dermatologists do not deny 
selected patients the benefit of an allergic study. 
It is sad to note, however, that many refrain 
from it as long as possible. Why, oh why, does 
mortal man have such unchangeable notions? 
Why can we not change from day to day when 
a change would often benefit those whom we 
serve? 

The best allergists should know something of 
diagnostic dermatology, but should not give ex- 
pert dermatologic opinions. One great human 
weakness is that laymen expect an expert in 
one field to be able to give expert opinion in 
another field. Unfortunately, many experts con- 
cur in this expected practice. 

The best pediatricians are on the alert and 
have the diagnosis of allergy in mind. The best 
of them do not tell the parents of their patients 
not to bother about it and that it will be out- 
grown. 

The best practitioners do not fail to give 
allergy patients the same consideration that 
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they would patients ill with tuberculosis or other 
chronic illness. 

Allergy is frequently disabling, and its com- 
plications are just as dreaded as if they were 
deadly. 

The best psychiatrists should know something 
of allergy and its capers. We have been hearing 
a great deal about emotional allergy. In fact, 
I gave, but did not publish, one of the earliest 
papers on the influence of the emotions on al- 
lergy. The best psychiatrists do know, and we 
should remember, that the pattern of an in- 
dividual’s psychic background alters any disease 
which a given individual falls heir to. Symptoms 
in a patient may be altered by the emotional 
state of the allergist. 

The best otolaryngologists are not oblivious 
to the needs of the allergic. For them to try to 
escape the needs of allergy in their patients is 
just as futile as the ostrich that tried to hide 
by putting its head in the sand. The best of 
them realize that the manifestation of allergy 
in the nose is only a local expression of a sys- 
temic disease. The best of the nose and throat 
men seek allergic consultation for their patients 
freely. 

We believe with Alexander and with Vaughan 
that allergy has “grown up” and is here to stay. 
Alexander feels that progress in clinical fields 
of allergy will not be of great importance during 
the next few years, for he feels that progress 
must be made in discoveries of a more funda- 
mental nature. 

The best research man-power of the country 
is, at present, engaged in war. Most of us who 
are left in private practice are so busy that our 
clinical effort will not add much to the knowl- 
edge of allergy. Our clinical experience should 
be recorded, especially if valuable in the teach- 
ing of medical students. The public must be 
taught allergy and should be taught by allergists 
and not by allergy-minded commentators. 

In summation, allusion is made to the waste 
of man-power and effort in the distribution of 
the benefits of allergy. It is felt that in our 
field, as well as in many other fields of medi- 
cine, rendition of service is far behind the effort 
expended. I am not content to say that the 
waste of effort is a trend of the times and that 
you cannot do anything about it. We can do 
something about it if we act in a concerted 


manner. 
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MILK INTOLERANCE, THE CAUSE OF A 
NUTRITIONAL ENTITY* 


A CLINICAL STUDY 


By P. A. McLenpon, M.D., F.A.A.P.7 
and 


Dororuy S. JAEGER, M.D.t 
Washington, D. C. 


During the past several years a large num- 
ber of children have presented themselves with 
complaints which have established what we be- 
lieve to be a clearly defined clinical entity of 
milk intolerance. At first we were extremely 
dubious of our interpretation of the cause and 
the reasons for improvement in these complaints. 
In order to produce this improvement we had 
tc deviate widely from standard practices in 
many instances. Early in our experience we used 
more than one method of approach and supple- 
mented our basic management with accessory 
items which precedent demanded, with grow- 
ing conviction that the elimination of milk was 
of first importance. Courage has narrowed 
management to this principle almost entirely. 
Now that experience has accumulated, we do 
not hesitate to exclude all cow’s milk from the 
dietary of any child whose condition is inter- 
preted in terms of milk intolerance. These 
observations are based on the study of some 
sixty-five private patients seen during the past 
five years. The majority of these patients were 
first seen with the condition fully developed. At 
times we have been brought up with a jolt by 
one of our own patients whose symptoms had 
slowly but consistently developed while under 
close observation. 

The physical examination has also followed 
a reasonably clear-cut pattern after many items 
have been correlated. These, together with the 
history of early infancy, cannot help but impress 
one with the presence of such a group of milk 
intolerant children in his own practice. 

A tremendous obstacle presented itself in 
management in the conviction of the mother that 
“a quart of milk per day” is absolutely necessary 
for the welfare of her child. Thorough explana- 
tion of the principles involved and a few refer- 


*Read in Section on Pediatrics, Southern Medical Association, 
Thirty-Sixth Annual Meeting, Richmond, Virginia, November 
10-12, 1942. 

tClinical Professor Pediatrics. George Washington University 
Medical School. 


tClinical Instructor in Pediatrics, George Washington Uni- 
versity Medical School. 
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ences to nature’s management of lower animals 
finally won consent to trial. Failures in im- 
provement have occurred so infrequently that a 
return to the former diet is not feared. In fact, 
the mother usually becomes much more radical 
than we‘have advised! 

The degree of intolerance varies a great deal 
and therefore the symptoms presented may not 
be so evident as in some of the cases to be re- 
ported. Many of the less severe conditions en- 
countered are probably due to an excessive milk 
intake as balanced against the consumption of 
vegetables, fruits, and meats. A recognition of the 
mild cases of intolerance to cow’s milk is im- 
portant, the correction of which is the difference 
between a happy, alert child and one which has 
frequent complaints. Very few pathologic condi- 
tions are seen, but simply a disturbance of 
physiology, so that when a balance to this in- 
tolerance is established, the child returns to a 
normal, healthy condition without damage to 
any organ. 

In order of frequency the complaints pre- 
sented were: 

(1) Constipation beginning usually in in- 
fancy or gradually increasing in severity dur- 
ing childhood. The stools are large, hard and 
dry and frequently grayish white. Laxatives, 
enemas or suppositories were used practically 
every day. 

(2) Anorexia occurred in nearly all. The 
usual tactics of coaxing, forcing, playing and 
bribing had long since been exhausted. The 
use of tonics was universal. 

(3) Abdominal symptoms, including pain, dis- 
tress, fulness and distention were present in 
over half the cases. Foul breath and excessive 
gas were commonly encountered. 

(4) Pallor was complained of in a large 
number, though true anemia was not common. 
(This might be explained by the fact that the 
use of iron tonics was the rule.) 

(5) Lassitude, fatigue, poor posture were fre- 
quent complaints usually in conjunction with 
other symptoms. 


(6) Irritability and restlessness in sleep were 
present in one-third of the patients. 

(7) Recurrent diarrhea without explainable 
cause occurred in about 25 per cent of this 
series. Abdominal discomfort accompanied the 
diarrhea, though the patient never seemed ill. 
Rise in temperature seldom resulted. 

(8) Repeated colds, asthmatic bronchitis, 
bouts of temperature without physical findings 
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or large red tonsils occurred in over 50 per cent 
of these children. The tonsils in these instances 
never presented an exudate. 

(9) Enuresis and urinary frequency, one or 
both, were not infrequent. The usual efforts 
of correction had failed. 

The history obtained in these patients fol- 
lowed a characteristic and uniform pattern. The 
outstanding features were: 

(1) A family history of some form of allergy, 
or of food intolerance. Constipation or attacks 
of “biliousness” was a frequent complaint. One 
mother dreaded making a formula because of 
nausea when milk was drunk. 

(2) Excessive intake of milk during the latter 
months of gestation. 

(3) Ninety per cent were given cow’s milk in 
some form from the beginning, in whole or 
part. 

(4) “Colic;” excess gas, flatulence, crying, 
restlessness, sleeplessness; featured the first few 
months of life. 

(5) Formula changes occurred frequently fol- 
lowed by a few days’ relief, then a recurrence of 
distress. 

(6) The use of enemas, suppositories and 
rectal tubes was a never-ending cycle, coinci- 
dent with sedatives. 

(7) When solid foods were added and in time 
partial desensitization developed, symptoms be- 
came less acute; however, gastro-intestinal un- 
rest persisted. 

(8) During the second, third and following 
years there developed the complaints noted 
above. Each child slowly but surely made a 
pattern characteristic of milk intolerance. Res- 
piratory complaints became more noticeable 
during this period. 

Attention is directed to the omission of eczema 
in the group of complaints and in the histories 
obtained. Just what significance this has, we 
are unable to state. It is common knowledge, 
however, that eczema is usually present in florid, 
robust and vigorous children, in contrast to the 
group which we are discussing. 

Physical examination of these children showed 
characteristics of poor nutrition. Apathy, languid 
attitude and lack of animation and interest were 
more common, though a few showed marked 
irritability and fretfulness. Pallor was nearly 
constant, without definite anemia as shown by 
hemoglobin estimation. Most of these children 
had had iron tonics which probably accounts for 
this inconsistency. A relaxed posture and lack 


SOUTHERN MEDICAL JOURNAL 


August 1943 


of general muscular tone was striking. Fre- 
quently in three to six-year old children, the 
abdomen was found to be larger than the chest. 
Large hard masses of fecal material could be 
felt in many lower colons. In those children 
complaining of frequent respiratory infections 
the nasal mucous membranes appeared swollen 
with excess mucus in the cavity, the tonsils were 
usually large with many small glands in the 
neck. Breath sounds were accompanied by oc- 
casional scattered crepitant rales and frequently 
by sibilant rales. Blood examinations revealed 
several instances of eosinophilia of four per cent 
to eight per cent and in one instance eighteen 
per cent. Hemoglobin -was not materially low- 
ered, as noted above. Nasal swabs from some of 
the “respiratory” group did not reveal eosino- 
phils in significant numbers. There was foul 
breath and coated tongue in many instances. 
An interesting feature was present in about ten 
per cent. This group had geographic tongues 
of moderate to pronounced degree. We were 
quite astounded at first to see this feature dis- 
appear with the general improvement. Now we 
expect to see its disappearance, but expect it to 
recur with some intestinal upset or a breakdown 
in regime. In three children we were able to 
produce the condition at will by giving the 
offending liquid, in one instance accompanied 
by severe burning when acid fruit juices were 
taken. Canker sores were found more common- 
ly, however, than the geographic tongue. 

The explanation for constipation and diarrhea 
in these patients will be an interesting study. 
We know that certain drugs stimulate intestinal 
activity, some through the nervous mechanism 
and some by direct irritation. It is no doubt 
true that certain articles which we call foods act 
as irritants in some instances. This phenom- 
enon has been demonstrated under the fluoro- 
scope. 

The reverse of increased peristalsis and irrita- 
tion has also been demonstrated with certain 
drugs. And everyone of us who prescribes for 
infants adds large amounts of sugar to formulae 
to counteract the “constipating effect’’ of cow’s 
milk or to increase intestinal irritability, de- 
pending upon his point of view. These children 
have large hard dry stools. This is no doubt 
due to the slow passage of the partially digested 
foods and the more complete absorption of the 
water from this material as well as the forma- 
tion of excess calcium soaps. It is a notorious 


fact that these constipated children urinate ex- 
cessively by day and by night! 
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te say that these children are replicas of our 
asthmatics, dry or wet! 

To correlate the symptom complex of milk in- 
tolerance the following illustrative cases are 
reported. The first two cases were observed by 
us from birth. They illustrate a definite ana- 
phylactic reaction to the first cow’s milk offered, 
later developing chronic symptoms. 


Case 1.—C., a normal infant, was nursed entirely for 
two months. Cyanosis, syncope and severe vomiting 
followed in a few minutes after the first cow’s milk 
formula at the age of two months. Very slow desensiti- 
zation was introduced without untoward effect. He 
remained symptom free until the age of five years, when 
constipation gradually developed, and coincident to 
this, frequent nasopharyngeal infections. Reduction in 
milk intake was followed by improvement. 


Case 2—R., a normal infant, was breast fed for three 
months. Severe and continued vomiting occurred after 
he was given a cow’s milk formula. Vomiting also 
occurred later when he was fed cereal thinned with 
cow’s milk, but not with expressed mother’s milk. 
Desensitization was attempted, but recurrent attacks 
of diarrhea, fever and vomiting began at the age of 
two years. Complete elimination of cow’s milk was 
necessary. 

The second group of patients shows all the symptoms 
and physical findings enumerated above. None of 
them were seen until all symptoms had fully developed. 
It will be noted that the history in all instances was 
that of a “feeding problem.” 


Case 3—S., a white boy, aged three years, not 
nursed, had been constipated since the age of eighteen 
months. Enemas, laxatives, mineral oil, training, all 
had been used. The history was one of moderate 
formula difficulties. This child was pot-bellied, pallid 
and irritable. With much difficulty the mother was 
persuaded to cmit milk. Constipation was relieved in 
a few days. The mother, still not convinced, returned 
to the use of milk three times before finally abandon- 
ing its use. 


Case 4—F., a white boy, aged seven years, com- 
plained of frequent abdominal distress, abdominal dis- 
tention, recurrent diarrhea, frequent colds, nasal ob- 
struction, and was out of school half the time. He had 
a family history of allergy. His mother drank large 
quantities of milk while pregnant. The baby was 
weaned at two months because of vomiting, only to 
encounter far more difficulty with formula. Several 
attacks of persistent diarrhea occurred during infancy. 
Physical examination revealed pallor, poor muscular 
tone and tissue turgor; marked lassitude and dull 
facies; pot belly with increased tympany, tonsils large 
and red; nasal mucous membrane pale and bozgy 
(allergic), blood eosinophilia one per cent, nasal .eosino- 
philia none, and skin test negative to whole milk. 
Milk was omitted with marked improvement te date. 
He has been in bed with a respiratory infection once 
during the past two years. Other abnormal physical 
findings have disappeared. There has been no re- 
currence of diarrhea. 


Case 5—H. E., a white boy, twelve years old, com- 
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plained of lassitude, anorexia, and repeated colds and 
bronchitis. Physically he was a poorly nourished, un- 
dersized boy with marked apathy. The abdomen was 
distended and tympanitic, and there was poor tissue 
turgor and pallor. The history was one of marked dif- 
ficulty with complemental feedings of cow’s milk; gas, 
green stools, and excessive crying. At eight weeks 
diarrhea cccurred, which cleared up only after using a 
synthetic milk. While in Switzerland he developed 
pertussis, and was placed on a restricted milk intake, 
gaining ten pounds; an outstanding accomplishment, 
when viewed against previous or succeeding periods. 
This was followed by attacks of abdominal pain, and 
periods of marked anorexia culminating in an appendec- 
tomy at the age of eight years. This was followed by 
four years of anorexia, lassitude, lack of usually ex- 
pected weight gain, despite the fact that milk was 
forced. He was skin tested and the asthmatic attacks 
were stopped by desensitization to dust and other 
positive reactors. No positive reactions to foods were 
found, no eliminations made despite the continued 
alimentary and nutritional symptoms and despite an 
eosinophilia of two per cent to eleven per cent in 
several blood counts. Remarkable improvement has 
followed the elimination of milk. Alertness, appetite 
and activity are all that can be desired. In two years 
he has increased fifteen pounds in weight with an equal 
growth in statue. 


Case 6—H. A., a white boy, aged 5 years, suffered 
from constipation and frequent attacks of asthmatic 
bronchitis. Constipation dated from infancy, with large 
hard grayish-white stools, necessitating daily enemas. 
The stools were foul, but so dry that they crumbled and 
would barely soil one’s hands. Colic with gas, dis- 
tention, crying and restlessness continued for many 
months. Formula changes were legion. Several severe 
colds with bronchitis occurred in infancy, becoming 
more numerous and severe as time progressed. This 
child was markedly pot-bellied with excessive foul gas, 
pallor, and poor musculature. The breath was foul and 
the tongue markedly geographic. Cow’s milk was elimi- 
nated with immediate improvement in all particulars 
except the asthmatic bronchitis. This deserves further 
investigation. The geographic tongue cleared and was 
deliberately reproduced by giving a small amount of 
milk. 


Case 7—C., a white boy, four years of age, since 
infancy had large, soft, foul stools, two to three daily. 
He never seemed comfortable, was pallid and pot- 
bellied. All possible modifications of cow’s milk were 
made during infancy. No changes were noted on the 
addition of solids. Milk was discontinued with the ap- 
pearance of normal, formed stools in a week. A glass 
of milk accidentally given one noon caused four large 
loose stools before evening. At the age of ten he was 
a normal boy with apparently normal teeth and had 
developed a tolerance for milk. 


This last case fits very neatly into the group 
described by Kunstadter? in the Journal of 
Pediatrics for August, 1942. The three cases he 
reports resembled cases of celiac disease in 
which the elimination of milk was followed by 
rapid improvement. Skin tests to milk proteins 
were negative in two of the three cases. 
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Allergists have proven that milk is a common 
food offender in atopic children. Their interest 
is concerned principally in the usual manifesta- 
tions of eczema, urticaria, asthma and allergic 
rhinitis. Rowe,” however, blames milk for numer- 
ous symptoms referable to the alimentary tract 
associated with nutritional disturbances. Among 
the symptoms encountered in a series of fifty of 
his patients, constipation occurred in 32 per cent, 
nausea 40 per cent, vomiting 30 per cent, dis- 
tention 32 per cent, cramps 24 per cent, diar- 
rhea 12 per cent, fatigue 24 per cent, nervous- 
ness and irritability 22 per cent. 

In 1938, Ratner*® very clearly described the 
principles by which infants become milk sensi- 
tive. He pointed out the danger of a pregnant 
woman’s taking an excessive amount of milk or 
other protein food during the latter months of 
gestation. 

Rosamond* made a very pertinent report be- 
fore this Section on the evils of too much milk in 
1935. He condemned the use of an excessive 
milk intake in infancy and early childhood. He 
said that seven per cent of 5,150 office com- 
plaints resulted from an excessive milk con- 
sumption. The most frequent symptoms en- 
countered were anemia, constipation, anorexia, 
enuresis, abdominal pain and restlessness in 
sleep. 

In the same vein McGee,5 in 1938, substanti- 
ated Rosamond’s observations. His presentation 
inclined to the view of protein sensitivity to both 
lactalbumin and casein. However, his notes are 
sufficient evidence that clinical deduction is 
necessary in the evaluation of a syndrome based 
on milk intolerance. 

Further search of the current literature and 
standard texts on pediatrics is void of any out- 
standing article which even remotely concerns 
itself with the broad subject of milk intolerance. 

In the face of long-standing tradition in the use 
of milk, the departure from this regime would 
seem foolhardy. The medical profession has 
long advocated the use of milk as the ideal food 
for infants and children. Arguments are no 
longer needed to induce people to drink milk. 
Nutritionists, dentists, and the dairy interests 
along with us, have furthered this impression, 
and rightly so. Nevertheless, it is our duty as 
physicians to protect the “intolerant minority” 
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from our over enthusiasm. The physician must 
be able to recognize these members of the minor- 
ity and free them from the dictum of a “quart 
of milk a day.” In the enumeration of symp- 
toms we pointed out that many mothers have 
symptoms of intolerance from drinking milk. Yet 
these mothers insist that their child drink his 
quota, and by our lack of recognition of this 
complex, we are parties to the furtherance of 
discomfort in the child. 

The management of these patients becomes a 
relatively simple problem after the diagnosis is 
made and the mother convinced that milk can 
be safely eliminated. We have given calcium to 
some, iron to some and extra vitamins to some. 
These accessories were not usually more than the 
child was already taking, or had taken at some 
previous time. We feel sure that they have 
played a minor role in the rapid improvement 
which followed the elimination of milk. 


The results have been dramatic in most in- 
stances. In a very few days, most mothers have 
telephoned their reports of improvement. Con- 
stipation has ceased to be a daily worry. Ano- 
rexia has improved and mealtime has become the 
pleasant experience it should be. Pallor, fatigue, 
irritability and lassitude have changed to alert- 
ness and a disposition commensurate with a 
healthy child. Children who are old enough, 
say they feel better, and even though they like 
milk, will not drink it. During a longer period 
of observation, attacks of diarrhea, bouts of un- 
determined fever and respiratory infections have 
become less frequent. Large, red, boggy tonsils 
have subsided in many instances. School at- 
tendance has improved and these under-par chil- 
dren are able to take their rightful places in all 
activities. 

2002 R St., N. W. 
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DISCUSSION (Abstract) 


Dr. Jasper Stewart Hunt, Charlotte, N. C—The say- 
ing that every child should have one quart of milk per 
day is very well known to all of us. It is heard on the 
radio, flashed on the screen, and is in general accepted 
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by almost all laymen. Dr. McLendon has very ably 
shown that milk has been the cause of many adverse 
symptoms in children under his care. It is noted that 
constipation is one of the most commonly encountered 
findings in his series. It struck us that an analysis of 
cases having the diagnosis of chronic constipation as a 
starting point might show some interesting data. We 
have accordingly gone to our cross index files and have 
analyzed, from a clinical standpoint, 83 consecutive cases 
of chronic constipation observed in our private practice 
of pediatrics. No clinic work is reported; thus, this 
group refers only to that social level which seeks out 
the private practitioner of pediatrics. The average age 
of this group is 62 months, and it contains 46 females 
and 37 males. These children presented varying symp- 
toms and we have classified the symptoms in order of 
their occurrence, observing that anorexia, stomach-ache, 
and colds head the list. Then, in order, sleeplessness, 
tiring easily, nervousness, irritability, atopy with eczema 
its most frequent expression, emotional maladjustment, 
vomiting, stuttering, blood in stools, Hirschsprung’s dis- 
ease, and prolapse of the rectum. 

It is observed that 86.4 per cent (71) of these chil- 
dren subsist on a dietary which is predominantly milk 
and cereal. Chocolate, “cocomalt” and other “enticers” 
are frequently resorted to in an effort to force the 
child to ingest 1 quart of milk per day. 

When, however, the dietary of milk and cereal-type 
foods is eliminated, it is seen that 76.8 per cent (63) of 
these children are controlled as regards constipation and, 
we may add, quite often the other symptoms of nerv- 
ousness, and anorexia, become minimal when milk and 
cereals have been reduced. Perhaps physicians often do 
not have a definite comprehension of the importance of 
foods in their relationship to each other. Casparis said 
that vegetables and fruits are the most important foods 
that children consume. They are the laxative and ap- 
petite producing foods. Meat and eggs are third in 
importance. The least important in this classification 
of food types are milk and cereal, where cereal foods 
refer to potatoes, rice, grits, and macaroni, as well as 
cream of wheat and other strictly cereal foods. Milk 
and cereals are the constipating and appetite cutting 
foods. 

In cenclusion, (1) constipation was relieved in 76.8 
per cent of cases by elimination of milk from the diet. 

(2) These data closely follow and substantiate Dr. 
McLendon’s observations. 

(3) These studies by Dr. McLendon and ourselves 
are in accord with and justify Dr. Casparis’s classifica- 
tion of foods and we urge a more complete adherence 
to this classification on the part of physicians. 


Dr. W. Ambrose McGee, Richmond, Va.—For years I 
have been doing my best to make physicians realize 
that milk is not a perfect food for all, In 1938, I talked 
before this Section on the ill effects of milk in a minority 
of infants and again in the Pediatric Section attempted 
to show that milk is far too often an unrecognized 
source of gastro-intestinal disorders in infancy. It is not 
productive of optimum results to substitute one milk 
formula for another in cases where there is an apparent 
casein sensitivity. In such cases soy bean milk or pos- 
sibly milks in which the proteins are entirely in the 
amino acid form are useful. 
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REACTIONS TO NIRVANOL, PHENYTOIN 
SODIUM AND PHENOBARBITAL* 


REPORT OF A CASE OF ECTODERMOSIS EROSIVA 
PLURIORIFICIALIS FOLLOWING THE IN- 
GESTION OF PHENYTOIN SODIUM 


By Francis A. Extis, M.D. 
Baltimore, Maryland 


The structural formulas, systemic effects and 
toxicity of nirvanol (phenylethyl hydantoin), 
phenobarbital [lumina or phenylethyl barbituric 
acid (malonyl urea) ] and phenytoin sodium (di- 
lantin sodium) [(sodium diphenyl hydantoinate 
(glycolyl urea) ] have many features in common. 
This article will attempt to compare the chemi- 
cal constitutions and toxic reactions of these 
drugs and will report a patient with severe 
ectodermosis erosiva pluriorificialis-like eruption 
following the ingestion of phenytoin sodium in 
the treatment of epilepsy. No attempt will be 
made to cover the voluminous literature of these 
drugs, but sufficient reports were reviewed to 
determine their toxicity and some of the unusual 
or allergic reactions to them. Ectodermosis erosiva 
pluriorificialis is usually considered to be a 
variant of erythema multiforme and the ques- 
tion of drugs as an etiologic agent in this disease 
has been suggested previously. 


NIRVANOL!-?9 


Nirvanol (phenylethylhydantoin) was first 
introduced in 1919! for the treatment of 
chorea. In 1932, the Council on Pharmacy’® 
and Chemistry postponed acceptance of this drug 
and said that “the side actions are always dis- 
agreeable, sometimes alarming, and often posi- 
tively dangerous, if not even fatal in a small 
proportion of cases.” 

In most instances the patient develops a gen- 
eralized scarlatiniform or morbilliform exanthem 
with fever, leukopenia (at the expense of the 
polymorphonuclear neutrophils) and eosinophilia 
nine to twelve days after the beginning of the 
course of therapy with nirvanol. Conjunctivitis, 
irritis, rhinitis, stomatitis, cheilitis, irritation of 
the pulmonary and urinary tracts, urticaria, pur- 
pura, and enlargement of the heart, liver, and 
spleen have been reported. Extensive vesicula- 
tion, large bullae and an exfoliative dermatitis 
have been observed in association with the severe 
cutaneous manifestation. 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Thirty-Sixth Annual Meeting, Richmond 
Virginia, November 10-12, 1942. 
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PHENYTOIN SODIUM®?-52 


Phenytoin sodium (dilantin sodium or sodium 
diphenyl hydantoinate) was introduced in 1938 
by Merritt and Putnam.*! It is a derivative of 
glycolyl urea, and is analogous in structure to the 
barbiturates (malonyl urea). Bradford** called 
attention to the similarities of the chemical for- 
mulae and the toxic properties of phenytoin so- 
dium and nirvanol (phenylethylhydantoin). 
Both drugs may cause fever, eosinophilia, skin 
eruptions, irritation of mucous membranes of the 
mouth and other external orifices. Finkelman 
and Arieff®? reported on the toxic effects of 
phenytoin sodium. They treated forty-one pa- 
tients and said that all the patients showed some 
side effect ranging from apprehensiveness and 
irritability to the development of an encephalop- 
athy. Thirty-two patients showed electrocardio- 
graphic evidence of involvement of the heart. 

Merritt and Putnam**** reported such toxic 
reactions as vertigo, ataxia, tremors, blurring of 
vision, diplopia, nausea and dermatitis. They 


FORMULAE OF THE THREE DRUGS 
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Phenylethyl hydantoin (glycolyl urea). 
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say that dermatitis occurred in five per cent of 
the patients. The eruption was usually slightly 
pruritic, morbilliform or scarlatiniform, and was 
not accompanied by fever. Cohen*® et al., 
Allan,?? Fetterman,*® Lennox** and Black* re- 
ported only mild reactions to the drug. Merritt 
and Putnam, McCarthy*® and Kimball* reported 
a hypertrophic gingivitis following its use. Hyper- 
trichosis occurs occasionally. 

On the other hand, Robinson and Osgood*® 
observed no cases of dermatitis or any other 
serious untoward effects in one hundred patients. 
Putnam** wrote that 
“as far as danger to life is concerned, the advantage 
appears to lie with phenytoin sodium (sodium diphenyl 
hydantoinate) as compared to the bromides and pheno- 
barbital. It is difficult to give an animal enough 
phenytoin sodium by mouth to kill it, and no serious 
accidents have been reported from its use in the treat- 
ment of epilepsy, although some thousands of patients 
are taking it.” 

Arnig and Rosenbaum** reported the case of a 
patient who took 5.85 to 6.85 grams (90 to 105 
gr.) of phenytoin sodium in 6 to 10 hours and 
exhibited no symptoms other than incoordination, 
ataxia and tremors. 

Gruber® et al. called attention to the fact 
that nirvanol was used for ten years before it 
became unpopular due to its toxic manifestations. 
Mandelbaum and Kane*® reported the case of a 
woman aged 34 years who took 0.1 gram of 
phenytoin sodium twice a day for seventy-six 
doses. There was a generalized morbilliform 
eruption, a temperature of 105°, and an enlarged 
liver and spleen. The skin was normal in about 
ten days and later she was able to take pheno- 
barbital without any complications. William- 
son** also compared the toxicity of phenytoin 
sodium to that of nirvanol. He reported four 
fatalities in twenty cases. The deaths occurred 
several weeks after the drug was stopped. 

In 19398 the Council on Pharmacy and Chem- 
istry advised restricted acceptance because of 
the toxic effects which may consist of dizziness, 
dry skin, dermatitis, itching, tremors, fever, 
nausea, vomiting, blurred vision, fatigue, apathy, 
difficulty in breathing and swallowing, nervous- 
ness, mental confusion, and hypertrophy of gums. 


(Phenylethylmalonylurea) 


Sexton® et al. in 1941 reviewed the literature 
on fatal cases of dermatitis due to phenobarbital 
(phenylethylmalonylurea). Sexton’s patient had 
taken 2.8 grams (42 grains) of the drug 
within thirteen days when he developed general 
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malaise, fever, sore throat, conjunctivitis, vesicu- 
lar lesions in the mouth, moist rales in the chest, 
and a generalized exfoliating dermatitis. 

In 1929, Poole®* reported eleven cases of pa- 
tients who had reactions due to phenobarbital. 
Four were cutaneous. Fatal generalized exfolia- 
tive dermatitis occurred in one of the patients. 
Scarlett and Macnab™ in 1935 collected records 
of 408 deaths due to the barbituric acid group 
of drugs; in 7 per cent therapeutic doses were in- 
gested. They described the case of-a patient 
who had a generalized dermatitis with bullae, a 
necrotic stomatitis, rhinitis, conjunctivitis and 
hyperpyrexia. Death occurred six days after 
the dermatitis appeared. 

The patient reported by Burnsting™ had gen- 
eralized bullae and erosions about the external 
orifices. Millard®** reported three fatal cases 
of generalized dermatitis with erosive lesions on 


the mucous membranes with fever. Wile and’ 


Benson®**’ observed two similar cases in which 
there were lethal terminations. Hamilton* et al. 
reported a non-fatal case of exfoliative dermatitis; 
the process was accompanied by erosive lesions 
on many of the visible mucous membranes. 

The clinical picture of the fatal cases of derma- 
titis due to phenobarbital has the following 
characteristics: a scarlatiniform or morbilliform 
eruption, with bullous, erosive or necrotic lesions 
on the conjunctiva, in the nose, mouth, anal 
region, vagina, and urethral orifice, a toxemia 
with fever and a terminal pneumonia or neph- 
ritis. 

ECTODERMOSIS EROSIVA PLURIORIFICIALIS 


In 1937, Klauder® reviewed the twenty cases 
of ectodermosis erosiva pluriorficialis in the 
literature and reported two additional cases. 
The syndrome is characterized by an acute onset 
with chills and fever, malaise, headache and sore- 
ness of the throat and mouth. The patient de- 
veloped a generalized eruption with the morpho- 
logic characteristics of erythema multiforme. 
There may be many bullae especially on the 
extremities. Stomatitis is an early and conspic- 
uous sign and there is invariably a bilateral con- 
junctivitis. Rhinitis appears with crusting of 
the nares. There is usually a urethritis and 
balanitis. The vulvar and anal regions may be 
involved and show an erythema with vesicles or 
superficial ulcerations. The disease shows a 
seasonal increase between February and June 
and a few relapses have been reported. Ginandes 
said that nirvanol (phenylethylhydantoin) can 
cause an eruption similar to ectodermosis erosiva 
pluriorificialis. 
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According to Klauder 


“ectodermosis erosiva pluriorificialis has long been 
recognized and has been reported under various names 
but chiefly as erythema multiforme.” 


Keil® and Pinetti® agreed with Klauder that 
ectodermosis erosiva pluriorficialis is a variant 
of erythema multiforme. Since Klauder’s review 
of the literature, Ageloff,®* Cleveland, and 
Copeland and Smith*! have published cases of 
this syndrome. The possibility of the eruption’s 
being due to drugs was considered by these 
authors. Cleveland’s patient was receiving sul- 
fanilamide when the eruption appeared and Age- 
loff’s patient was using a scalp lotion containing 
larkspur. The scalp was not involved. 


CASE REPORT 


M. A. K., a white girl, aged eleven years, was first 
seen on June 29, 1941. She gave the history of having 
had since infancy several attacks a month of epilepsy 
of the grand mal type. She had received 0.1 grams 
(1.5 grains) of phenytoin sodium twice a day for three 
weeks when suddenly there appeared on the face an 
eruption, which within twenty-four hours became gen- 
eralized. The eruption consisted of light brown or 
erythematous macules varying in size from one mm. to 
several cm. in diameter. Many of the larger macules 
coalesced to form plaques. Large bullae appeared in 
some of the plaques, especially on the extremities. 

There was a profuse purulent discharge from the 
eyes, due to a severe conjunctivitis. On the upper and 
lower palpebral conjunctivae and extending partially 
onto the bulbar conjunctivae, there was a thin, yellow- 
gray pscudomembrane. It could be easily detached 
without causing bleeding. On the left cornea, there was 
a superficial ulcer. The entire mucous membrane of 
the mouth and tongue was injected and covered by light 
brown pseudomembrane. There were purulent hemor- 
rhagic crusts in both nares, and superficial erosions in 
the anal and vulvar regions. 

The patient’s temperature was 104° and the pulse 
120 per minute. Two days later the peak of the tem- 
perature was 101° and within seven days it was normal. 
Laboratory findings were essentially negative except for 
the presence of a trace of albumen in the urine. On 
July 1, 1941, the fourth day of the attack, the leukocyte 
count was 4,400. Six days later it had increased to 
10,300, due probably to the presence of secondary infec- 
tion. By the tenth day the exanthem and enanthem 
had become rather static. The pseudomembrane on the 
mucous membranes of the mouth had shed in a few 
areas leaving superficial erosions, but the lips were cov- 
ered by thick serohemorrhagic crusts. The appearance 
of the eyes was about the same. The profuse purulent 
discharge persisted. There was no peripheral extension 
of the large bullae on the extremities, but in a few 
recent erythematous plaques on the legs central vesicles 
developed. On the fifteenth day the first definite signs 
of involution appeared. Three days later most of the 
pseudomembrane or the mucous membrane of the tongue 
and mouth had become detached, and there was a 
generalized exfoliation of the skin. The patient lost all 
her nails. 
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On the twenty-fifth day of the disease there were 
some injection of the bulbar conjunctivae and moderate 
photophobia of the left eye. There was a partial symble- 
pharon between the upper tarsal conjunctiva and the 
bulbar conjunctiva in both eyes. Some lesser adhesions 
were present in the lower conjunctival sac. A super- 
ficial scar was present on the nasal side of the left cornea. 
The inner margin of the vermillion border of the lips 
was still covered with a serohemorrhagic crust. The 
palms and soles were light pink after the generalized 
exfoliation and the extremities and trunk showed a pig- 
mentation at the sites of previous lesions. Approximately 
one-third of the surface of the mouth still contained a 
pseudomembrane or erosions. These were principally 
on the alveolar processes and on the dorsum of the 
tongue. 

To summarize, the patient had a generalized bullous 
eruption involving mucous membranes and the orifices 
of the eyes, nose, mouth, vagina, urethra and anus with 
the morphologic characteristic of ectodermosis erosiva 
pluriorificialis. The onset of the eruption appeared on 
the twentieth day while the patient was taking 0.1 gram 
of phenytoin sodium twice a day for the treatment of 
epilepsy. 

COMMENT 


Although the structural formulas of nirvanol, 
phenytoin sodium and phenobarbital are similar 
basically (for example nirvanol differs from 
phenobarbital by replacement of an H atom by 
a CO group) these drugs have many important 
clinical and toxic differences. Nirvanol has 
been found to have so many toxic properties that 
the drug has been discarded, while phenobarbital 
is used very frequently in spite of the occasional 
toxic reaction or fatality following its use. Pheny- 
toin sodium is a sodium salt nirvanol in which 
the ethyl radical is replaced by a phenyl group. 


“The introduction of the phenyl group increases the 
hypnotic and sedative action of phenobarbital over that 
of barbital. The toxicity appears to be increased in 
about the same ratio.”67a 

“The characteristic action of a drug is intimately re- 
lated to its chemical structure. Sometimes this relation- 
ship is a very broad one. For example, in the chemistry 
of the local anesthetics, although certain basic structural 
features are seemingly associated with anesthetic activity, 
many variations of this basic structure can be made 
without loss of characteristic pharmacologic properties. 
The activity of other drugs is lost if the slightest change 
is made in the configuration of the molecule. In some 
instances, specificity of structure is of such fundamental 
importance that optical isomers differ in their pharmaco- 
logic actions. The ergot alkaloids well illustrate this 
fact. There are many compounds which have multiple 
actions, and changes in the molecular configuration may 
alter some of these but not others. Apparently dif- 
ferent portions of the molecule are concerned with spe- 
cific responses. The various derivatives of morphine are 
excellent examples. Although it is tempting to attribute 
the action of a drug to a specific chemical configuration 
there are many instances in which drugs of totally dif- 
ferent chemical structure possess similar actions. This 
is enpedtalty true of the central nervous system depres- 
sants.””6 
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SUMMARY 


The chemical structure and toxic reactions of 
nirvanol, phenobarbital, and phenytoin sodium 
are compared. The three drugs have certain 
toxic properties which are similar. Each may 
cause generalized eruption with bullae or erosive 
lesions on the mucous membrane of the external 
orifices of the body. This picture has been com- 
pared with that of ectodermosis erosiva pluriori- 
ficialis. The latter disease is usually considered 
to be a severe form of erythema multiforme simi- 
lar to the Stevens-Johnson type. 


Author’s Note—Since this article was accepted for 
publication, Ritchie, E. B., and Kolb, W. (Arch. Dermat. 
& Syph., 46:856, 1942) reported a similar fatal eruption 
due to phenytoin sodium; and Moss, R. E., and Long, 
William E. (Arch. Dermat. & Syph., 46:386, 1942) de- 
scribed two severe but non-fatal cases of erythema multi- 
forme eruptions following the ingestion of phenobarbital. 
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DISCUSSION (Abstract) 


Dr. H. Ford Anderson, Washington D. C—In my ex- 
perience one of the most common and as far as I can 
find out never discussed reactions to any of the barbit- 
urates is an exaggeration of an already existing skin 
disease whether that skin disease be eczema, dermatitis 
venenata. lichen planus, or other skin disease character- 
izea by itching. This phenomenon has been -brought to 
my attention many times, especially when the sedative 
was given for the purpose of allowing the patient to rest 
or get relief from the itching of the pre-existing condi- 
tion, that I have long intended to discuss it before a 
group of this kind. 

We have in our records examples where lichen planus, 
apparently in its regredient phase, was thrown immediate- 
ly into a progredient phase not once but in enough 
cases to make us believe that the barbiturate was the 
exciting factor. 

In many instances poison ivy had become much more 
active and lasted over a much lenger period of time after 
administration of barbiturates. The same phenomenon 
has been observed in connection with eczema and other 
diseases characterized by itching. In each instance the 
drug eruption manifested itself as lichen planus, as poison 
ivy, or one of the various phases of eczema or dermatitis 
from which the patient was suffering rather than one of 
the usual types of drug eruption. It does not respond 
to treatment until the drug is discontinued. 


Dr. Ellis (closing).—Although we see many skin erup- 
tions which may be due to or are aggravated by the 
ingestion of the barbiturates, one is unable, usually, 
to prove that they are an etiotogic factor. It is dif- 
ficult to obtain a good substitute for the barbiturates. 
The bromides are relatively ineffectual, and although 
paraldehyde is potent yet it is unsatisfactory. Most 
patients will not take the drug because of its disagree- 
able taste. 
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CONGENITAL CEREBRAL ANEURYSMS 
LATERALIZED BY ELECTRO- 
ENCEPHALOGRAPHY* 


By Barnes WoopHatt, M.D.t 
and 


Hans Lowensacu, M.D. 
Durham, North Carolina 


Congenital cerebral aneurysms may be divided, 
from a neurosurgical point of view, into two dis- 
tinct groups, dependent upon the extradural or 
intradural location of the individual aneurysm. 
If situated extradurally, the aneurysm develops 
from that part of the internal carotid artery 
coursing through the cavernous sinus and may 
give rise to the neurologic disturbances described 
by Jefferson as the anterior, middle or posterior 
cavernous sinus syndromes.1 Such aneurysms 
may invade the cranial chamber secondarily. If 
situated intradurally, the aneurysm arises from 
the intradural portion of the internal carotid ar- 
tery or from some component of the circle of 
Willis. From their location in respect to the 
sella turcica, they may be designated “infracli- 
noid” or “supraclinoid’”’ aneurysms. Dandy? 
summarizes the clinical picture presented in the 
former group as including sudden, severe retro- 
orbital pain and headache, palsies of the nerve 
supply of the extraocular muscles, particularly 
of the third nerve, involvement of the trigeminal 
and sympathetic nerves and unilateral loss of 
vision with primary optic atrophy. With intra- 
dural extension of the aneurysm, subarachnoid 
hemorrhage may occur. An equally definite 
neurologic syndrome may develop when an intra- 
dural aneurysm arises from that portion of the 
circle of Willis immediately adjacent to the 
sella turcica or when a congenital cerebral 
aneurysm ruptures into brain tissue. The great 
majority of intradural congenital cerebral an- 
eurysms manifest their presence, if at all, by 
the development of subarachnoid hemorrhage 
alone, without sharply defined, localizing neu- 
rologic defect. ' 

There is abundant clinical and pathologic evi- 
dence that the majority of cases of spontaneous 


*Read in Section on Neurology and Psychiatry, Southern Medi- 
cal Association, Thirty-Sixth Annual Meeting, Richmond, Vir- 
ginia, November 10-12, 1942. 

*From the Departments of Surgery and Neuropsychiatry, Duke 
University Hospital and School of Medicine, Durham, North 
Carolina. 

tMajor, Medical Corps, U. S. Army, Ashford General Hospital, 
White Sulphur Springs, West Virginia. 
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subarachnoid hemorrhage is caused by rupture 
of a congenital cerebral aneurysm. Richardson 
and Hyland* found facts in a study of 118 
spontaneous subarachnoid hemorrhages that led 
them to say: 

“In our experience, massive spontaneous subarachnoid 
hemorrhage is practically always caused by rupture of 
an aneurysm.” 

Aneurysms were found in 90 per cent of fatal 
cases in which the arterial vessels were carefully 
examined. Similar observations have been re- 
ported by Martland.* The mortality of spon- 
taneous subarachnoid hemorrhage was noted at 
52 per cent in the cases studied by Richardson 
and Hyland, and the existence of such a mor- 
tality rate in a non-neoplastic disease of the 
brain represents a challenge to the neurosurgeon. 

Several known facts support the contention 
that a neurosurgical attack upon spontaneous 
subarachnoid hemorrhage should be initiated. 
The cases recorded by Dandy indicate clearly 
that the intracranial approach to congenital cere- 
bral aneurysms is feasible from a technical point 
of view and does not add to the hazard under 
which an individual with such a lesion must live. 
The monumental statistics compiled by Mc- 
Donald and Korb® show that ruptured cerebral 
aneurysms were three times as frequent in the 
anterior part of the circle of Willis as in the 
posterior. In 786 such instances only 24 per 
cent were found posterior to the internal carotid 
artery. In a total of 1,125 cases of aneurysms, 
only 28 per cent were situated posterior to these 
vessels. It seems evident, therefore, that the 
great majority of such aneurysms is in cerebral 
areas that may be explored with technical 
facility. 

Since the accepted treatment of spontaneous 
subarachnoid hemorrhage has been nonoperative 
in nature, little attention has been directed to- 
ward localization of the bleeding point in the 
cases without demonstrable neurologic defect. If 
the brilliant pioneering efforts made by Dandy 
to initiate a surgical attack upon the neurolog- 
ically demonstrable sources of these hemor- 
rhages is to be extended, new methods must be 
found. In the lack of such a method the neuro- 
surgeon, willing to pursue the problem, must 
resort to bilateral carotid artery injection of a 
contrast medium such as thorium dioxide. It is 
the purpose of this paper to report a method 
of lateralization of the bleeding point, that is, 
the congenital cerebral aneurysm, in cases of 
spontaneous subarachnoid hemorrhage by the 
use of electre-encephalography. It is based upon 
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our experiences in three cases showing a neu- 
rologic defect and in three selected cases with- 
out neurologic changes. The aneurysms in the 
first group were demonstrated at operation and 
in all cases the aneurysm was visualized by 
arteriography with 20 per cent thorium dioxide. 
Furthermore, in one of the cases operated upon 
and in two of the cases not treated by surgical 
means the lesion was further verified at autopsy. 


The first intimation that the electro-encephalo- 
gram might be helpful in lateralizing the bleed- 
ing point in cases of spontaneous subarachnoid 
hemorrhage occurred in the study of a patient 
afflicted by a supraclinoid congenital cerebral 
aneurysm.* A brief summary of his clinical 
course follows: 


Case 1—D. L., a white man, aged 36 (Unit No. 
A64698), was admitted to the Duke Hospital on July 
3, 1941, because of excruciating pain behind the left 
orbit for the five weeks prior to admission. He was 
referred by Dr. Ruskin Anderson, of Spartanburg. 
South Carolina. Two days before admission, diplopia 
developed, followed shortly by left-sided ptosis. Per- 
tinent neurologic findings in this right-handed individual 
included a dilated and fixed pupil on the left, limitation 
of all extraocular movements on the left except those 
initiated by the external rectus and superior oblique, 
ptosis of the left upper eyelid and a reduction of direct 
vision in the left eye to 20/60 as compared to 20/25 
on the right. Lumbar puncture showed an initial sub- 
arachnoid pressure of 140 mm. of water, no cellular 
elements and a total protein content of 74 mg. per 
cent. Arteriography with 20 per cent thorium dioxide 
demonstrated a supraclinoid aneurysm of the left in- 
ternal carotid artery adjacent to the posterior com- 
municating artery bifurcation. Under pentothal sodium 
anesthesia and under bactericidal radiation, the an- 
eurysm was treated by silver clip “trap” ligation. No 
neurologic defect could be found during the period of 
convalescence. Fifteen months later, the patient re- 
mains well. Partial regeneration of the affected third 
nerve is evident. 


Electro-encephalography was carried out for 
the first time in this patient two months fol- 
lowing operation. Alpha activity was well de- 
veloped over both occipital regions. The left 
frontal and left temporo-frontal regions showed 
a less well developed pattern and waves of 
smaller amplitude than the corresponding areas 


*The electro-encephalograms were obtained with the standard 
method now employed in most electro-encephalographic labora- 
tories.¢ 7 Silver electrodes were placed over the anterior frontal 
region, the posterior frontal region, the parietal region, and 
the occipital region, on both sides, 2 to 4 centimeters from the 
midline. These were connected with amplifiers (electro-enceph- 
alographs) built by Mr, A. M. Grass. Six monopolar tracings 
or six dipolar tracings in different relative arrangements were 
recorded simultaneously. In al] but one case the neurosurgical 
diagnosis which accompanied the patient to the laboratory was 
giver. as subarachnoid hemorrhage or eneurysm of a_ cerebral 
artery, and localization of the disorder was requested. Details of 
the clinical findings usually remained unknown until after the 
electro-encephalogram had been interpreted. 
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on the right side. This asymmetry was in- 
terpreted as representing a state of relative cor- 
tical anoxemia, resulting from internal carotid 
artery ligation. During acute experimental cere- 
bral anoxemia’ Simpson and Derbyshire* pro- 
duced progressive depression and final abolition 
of electrical activity from the motor cortex of 
the cat. Bremer’s® studies on the isolated brain 
of the same animal corroborated these findings. 
Yeager and Walsh’® described similar changes in 
a human electro-encephalogram after extra- 
cranial ligation of the internal carotid artery. 
Asenjo,'' on the other hand, was unable to alter 
the electro-encephalogram of rabbits by inter- 
ference with the carotid circulation. In cats, he 
obtained transitory diminution of the amplitude 
in one instance. 

An almost identical electro-encephalogram was 
recorded following operation in a case similar 
with that just recorded. 


Case 2.—In this instance, a congenital cerebral an- 
eurysm of the intracranial portion of the right internal 
carotid artery was demonstrated by arteriography in a 
28-year-old white man (Unit No. A66068), referred by 
Colonel G. D. Chunn, of Fort Bragg, North Carolina. 
Three months before admission this patient had be- 
come unconscious as he arose from bed and had re- 
mained comatose for five days. One week before ad- 
mission he developed sharp stabbing pain behind the 
right orbit associated with diplopia and ptosis of the 
right upper lid. Neurologic examination showed an 
incomplete paralysis of the right third nerve, with al- 
most normal function remaining in the iridoconstrictor 
fibers, and hypesthesia and hypalgesia over the domain 
of the first branch of the right fifth nerve. Electro- 
encephalography showed normal cortical activity in this 
right-handed individual. Arteriography with 20 c.c. of 
20 per cent thorium dioxide in the right internal carotid 
artery visualized an aneurysm arising from the supra- 
clinoid portion of the right internal carotid artery. 
Under pentothal sodium anesthesia and under bacteri- 
cidal radiation, the internal carotid artery was ligated 
intracranially proximal to the large aneurysm. Pulsa- 
tion in the mass disappeared immediately following ap- 
plication of the clip. Forty-eight hours after operation, 
a distinct left hemiparesis involving face and extremities 
was observed, but at this time the patient was able to 
elevate the right upper lid to a mid position and his 
agonizing retro-orbital pain had disappeared. Twelve 
days following operation his neurologic status appeared 
normal. He has remained well since his operation on 
July 29, 1941. 


Two weeks after the operation, electroen- 
cephalography showed a pattern which was defi- 
nitely disturbed over the right hemisphere and 
many irregular forms were present. As com- 
pared to the preoperative recording, alpha ac- 
tivity was better developed at this time over 
the left side. 


Case 3—In the third case of our series, that of a 


| 
4s — | 
re 
on 
18 
ed 
id 
of 
al 
ly 
e- 
1- 
at 
n 
i. 
n 
iS 
y 
it 
4 
l 
4 
| 
j 


582 


colored woman, aged 38 (Unit No. A70609), severe 
headaches and cervical rigidity developed abruptly three 
years before admission. One month later, complete 
ptosis and paralysis of all the ocular muscles supplied 
by the third nerve occurred on the right side. Six 
months later, partial regeneration of the nerve had be- 
gun although diplopia persisted. On September 21, 1941, 
she was brought to the hospital, irrational, semi- 
stuporous, disoriented, and with extreme cervical rigidity. 
The right pupil was dilated and fixed to light. There 
was inability to move the right eye downward and 
it could be moved upward and mesially only for a 
limited distance. The right eyelid elevated slightly when. 
the patient attempted to look toward the left, evidence 
perhaps of partial regeneration of the third nerve. 
Lumbar puncture showed an initial subarachnoid pres- 
sure of 250 mm. of water and the fluid was grossly 
bloody. Two thousand crenated red blood cells were 
observed in this fluid. Arteriography with 20 per cent 
thorium dioxide injected in the right internal carotid 
artery visualized a large aneurysm of the intracranial 
portion of the right internal carotid artery. The an- 
eurysm appearcd lobulated in the roentgenograms. 
Clinical improvement was manifest during the follow- 
ing five days. Then, a further hemorrhage was evi- 
denced by increased stupor and the onset of Cheyne- 
Stokes respiration. Following lumbar puncture the pa- 
tient’s condition improved. At this time, under local 
anesthesia and bactericidal radiation, the right internal 
carotid artery was ligated intracranially, proximal to 
the large aneurysm. Exitus occurred twenty-four hours 
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following operation. Autopsy disclosed a congenital 
cerebral aneurysm with a double ostium situated at the 
bifurcation of the internal carotid artery and the pos- 
terior communicating artery. The aneurysm had 
ruptured into the subarachnoid space and into the sub- 
stance of the temporal lobe where hemorrhage had oc- 
curred furthermore into the lateral ventricle. Dis- 
section of the circle of Willis disclosed the presence of 
three other aneurysms in addition to the one attacked 
surgically. 

In this case, preoperative electro-encephalog- 
raphy showed a diminished electro-activity over 
the entire right hemisphere when compared with 
the tracings from the left hemisphere. As the 
amplitude was small in general, the difference 
was not too striking. There could be no doubt, 
however, that short periods of flatness occurred 
over the right frontal and right occipital re- 
gions which were never observed over corre- 
sponding areas on the left side. 


The pertinent electro-encephalographic findings 
in these three cases are illustrated in Fig. 1. 
They represent, essentially, asymmetrical cor- 
tical electro-activity resulting from relative cor- 
tical anoxemia in the first two cases initiated 
by carotid artery ligation, but in the third case 
the asymmetry is apparent before operation 
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interfered further with cortical blood supply. 
This asymmetrical cortical activity in the hemi- 
sphere containing the multiple aneurysms, in the 
third case, suggests preoperative impairment of 
the circulation. Schorstein'* has stated that 
such preoperative impairment of cerebral circu- 
lation is the common denominator in the lack 
or development of postoperative neurologic dys- 
junction. He points out that congenital cerebral 
aneurysms may interfere with cerebral circula- 
tion by raising intracranial pressure locally or 
diffusely by hemorrhage or that they may, by 
their size and situation, compress a cerebral 
artery at the base of the brain. If these effects 
are severe enough, neurologic dysfunction will 
show itself clinically. Lesser degrees of inter- 
ference with the cerebral circulation, however, 
may become apparent only after further reduc- 
tion of the cerebral blood supply, that is, after 
carotid ligation. 

Whether Schorstein’s analysis is correct or not, 
it appears obvious that the rupture of a blood 
vessel supplying the cerebral cortex should re- 
sult in a relative cerebral anoxemia, which in 
turn should be indicated by abnormal electro- 
activity. 

Records of cortical electro-activity have been 
obtained in three patients with spontaneous sub- 
arachnoid hemorrhage without demonstrable neu- 
rologic defect and with congenital cerebral an- 
eurysm demonstrated in two cases by arteriog- 
raphy and in the third case by autopsy. In 
all cases a diminution of this cortical electro- 
activity was observed over the hemisphere con- 
taining the ruptured aneurysm. 

The following condensed case histories illus- 
trate the possible value of the finding of asym- 
metrical cortical electro-activity in the lateraliza- 
tion of the bleeding point in “spontaneous sub- 
arachnoid hemorrhage.” In addition, they 
mirror, in part at least, the complex and faceted 
aspects that confront the neurosurgeon concerned 
with this problem. The first of these cases rep- 
resents the common, undistinguished course of a 
fatal “spontaneous” subarachnoid hemorrhage in 
a 41-year-old white man (Unit No. A77065). 


Case 4.—Four years before admission this patient de- 
veloped intermittent bilateral retro-orbital headache. 
During the recent 18 months of his illness the head- 
ache became localized behind the right orbit. With the 
more severe bouts of pain he had noticed temporary 
amblyopia in the right eye. .In the two months prior 
to his final collapse he had endured three episodes of 
excruciating right-sided frontal headache associated with 
nausea and vomiting, each attack lasting some 24 hours. 
On the day before admission, he became unconscious 
while sitting quietly in a chair. He was referred at 
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this time to Duke Hospital by Dr. F. C. Maddrey, 


Roanoke Rapids, North Carolina. 

This patient was obviously very ill. His temperature 
remained static at a level of 39° C. for the first 24 
hours of his hospital course, and a bradycardia of 60 
to 62 persisted during this period. There was marked 
cervical rigidity. Neurologic study found a questionable 
hyper-reflexia in the left upper arm as contrasted to 
the right and an equivocal plantar extension in the 
great toe was elicited on the left side. Spinal puncture 
showed grossly bloody fluid. Manometric studies were 
not done. Roentgenography of the skull revealed noth- 
ing abnormal. Significant to the present discussion 


were the electro-encephalographic findings: “Marked 


diminution in amplitude of the waves over the right 
parieto-occipital region. In general the activity in the 
cortex seems decreased.” The patient appeared to im- 
prove during the first six days of his hospitalization. 
He died 36 hours later after a recurrent hemorrhage. 
Autopsy revealed a ruptured congenital cerebral an- 
eurysm of the right internal carotid-anterior cerebral 
bifurcation. 


At no time, in the present state of our neuro- 
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surgical experience, was operative interference 
indicated in this case. In retrospect, however, 
it seems that an interruption of the blood flow 
through the right internal carotid artery might 
have initiated healing in the ruptured aneurysm. 


Case 5.—Five days before admission, this 49-year-old 
right-handed white farmer (Unit No. A73206), devel- 
oped bifrontal headache, perhaps more severe over 
the left side of the cranium. His previous health had 
been excellent. Two days before admission, his neck 
became stiff and his headache incapacitated him. He 
was referred to Duke Hospital by Dr. O. S. Goodwin, 
of Apex, North Carolina. 

Upon examination, the patient was alert and oriented, 
but distracted by severe retro-orbital pain which ra- 
diated to the base of the skull. His temperature was 
38°, pulse 60, respiration 24 and blood pressure 160/110. 
Cervical rigidity was distinct. The right neuroretinal 
outline appeared hyperemic and the left abdominal re- 
flexes were more active than the right. 

The initial subarachnoid pressure at lumbar puncture 
was 290 mm. of water. The fluid was blood tinged 
and xanthochromic. There were 1,050 red blood cells 
and 5 monocytes in the fluid. Electro-encephalography 
showed a slightly irregular activity in all leads. The 
asymmetry in amplitude and pattern formation be- 
tween the right side and the left side were striking; 
the right side showing a decidedly smaller amplitude and 
a simpler pattern. 

Following the suggestive localization indicated by the 
electro-encephalogram, 20 c. c. of 20 per cent thorium 
dioxide were injected in the right internal carotid ar- 
tery. The arteriogram showed a small aneurysm of 
the anterior cerebral artery lying 1 cm. distal to the 
anterior communicating artery. The patient remained 
asymptomatic for the five days following arteriography. 
At that time, he fell unconscious from a chair at stool. 
Lumbar puncture showed 150,000 red blood cells per 
cu. mm. fluid with an initial subarachnoid pressure of 
500 mm. of water. Neurosurgical intervention was not 
available and the patient succumbed 24 hours following 
the second “spontaneous” subarachnoid hemorrhage. 
Autopsy disclosed a ruptured congenital cerebral an- 
eurysm of the right anterior cerebral artery approxi- 
mately 1.5 cm. distal to the anterior communicating 
vessel. There was an adjacent fresh hematoma within 
the substance of the right frontal lobe. Further 
dissection of the circle of Willis noted a second un- 
ruptured aneurysm at the second bifurcation of the 
left middle cerebral artery. 


Case 6.—The clinical history of an identically located 
congenital cerebral aneurysm, with “spontaneous” sub- 
arachnoid hemorrhage, but with healing under con- 
servative therapy is recorded in the course of a 35-year- 
old, left-handed white farmer (Unit No. 91965), re- 
ferred to Duke Hospital by Dr. R. M. Mathews of 
Greensboro, North Carolina. 

Seven days before admission, he developed over a 
period of several minutes severe occipital headache, 
nausea, vemiting, cervical rigidity and prostration. Fol- 
lowing the initial episode, motor restlessness and mental 
confusion became marked. Cervical rigidity, moderate 
bilateral middle ear deafness, absent left abdominal 
reflexes as compared to sluggish responses on the right, 
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lethargy and photophobia were included in the neuro- 
logic summary of positive findings at admission. Lum- 
bar puncture noted an initial subarachnoid pressure ot 
430 mm. of water and 3,600 red blood cells. After a 
six-day period of rapid clinical improvement, lumbar 
puncture noted only 28 red blood cells in the fluid. At 
this time, electro-encephalography showed a low am- 
plitude in all leads. The wave form was flat and rather 
irregular; the frequency could barely be distinguished, 
but appeared irregular. Cortical activity was better 
developed over the left occipital region than elsewhere. 
When the amplification was increased the asymmetry 
became more apparent. In the occipital leads, irregular 
alpha activity was present on the left, but was far less 
well developed on the right. Fine fast waves were more 
frequent in the right central leads than in the left. 

With lateralization of the bleeding point suggested 
by the asymmetrical cortical activity, indicative of im- 
paired function on the right, 20 c. c. of 20 per cent 
thorium dioxide were injected in the right internal 
carotid artery. Roentgenography of the contrast media 
demonstrated a small aneurysm in the anterior cerebral 
artery on the right side of the bifurcation of the anterior 
communicating artery. This patient has remained well 
for the following ten months, 


DISCUSSION 


Cases 4, 5 and 6 of this selected series present 
a clinical picture of “spontaneous” subarachnoid 
hemorrhage with characteristic histories, but with 
a distinct paucity of localizing neurologic dys- 
function. Congenital cerebral aneurysms were 
demonstrated in each case by arteriography or 
by autopsy. With the aid of the meager electro- 
encephalographic experience accumulated in 
Cases 1,2 and 3, comparative study of cortical 
activity in the cases of “spontaneous” subarach- 
noid hemorrhage suggested the correct lo- 
calization of the aneurysm and facilitated arterio- 
graphic localization (Fig. 2). The application of 
this promising method for lateralization of the 
bleeding point in such cases may encourage and 
facilitate neurosurgical intervention for the con- 
trol of such hemorrhage. 

The electro-encephalographic signs which we 
have learned to regard as characteristic and re- 
liable consist of a more or less marked asym- 
metry between the tracings of the affected and 
of the unaffected side.* Over the side of the 
hemorrhage, the amplitude is reduced, the fre- 
quency is unstable and the form of the waves 
is irregular. The asymmetry, when looked for, 
is usually well discernible. The most impres- 
sive differences are found over the occipital re- 
gions where the train of alpha waves does not 
show the regularity and repetitive rhythm ob- 
served over the unaffected side. Sometimes the 


*The simultaneous observation of symmetrical regions requires, 
of course, at least a two channel apparatus. The rate of 
amplification of these amplifiers has to be well controlled. 
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alpha activity is completely absent and is re- 
placed by sharply pointed, fast, but never en- 
larged waves. Large, slow waves, the rather 
common finding over cerebral tumors (the 
“delta”? waves of some authors) were never seen 
in the cases of this series. Occasionally, the 
records obtained during the resting stage show 
no significant asymmetry of amplitude, form 
or frequency. If the condition of the patient 
permitted overventilation, the typical changes 
came forth (Case 2) and lateralization was still 
possible. 

Asymmetries are by no means electro-encephal- 
ographically pathognomonic of the presence of 
a vascular disorder. Pathologically they may 
be observed in the presence of unilateral 
cerebellar tumor, circumscribed cortical atrophy, 
scarring due to injury from birth or other causes. 
A certain asymmetry occurs regularly under nor- 
mal circumstances.!* In right-handed individ- 
uals, the right side shows, in most instances, a 
higher amplitude, whereas in left-handed in- 
dividuals, the higher amplitude occurs on the 
left. In addition, the rhythm of alpha activity 
is usually less “dominant” on the minor side. 
However. the frequency remains stable and the 
form regular. 

Previous attempts to derive diagnostic help 
in the localization of cerebral vascular disorders 
with the use of the electro-encephalogram have 
been made by Berger't and by In two 
cases of intracranial hemorrhage, Berger re- 
ported a marked decrease of alpha activity and 
abnormalities of amplitude and form. Walter’s 
three cases of hemiplegia failed to show any 
abnormality in the electro-encephalogram over 
the area of the lesion. It is of- interest that, 
in Lyman’s collection of 100 electro-encephalo- 
grams from the neurosurgical service of W. E. 
Dandy,’ slight but definite asymmetries were 
present in the records obtained from two cases 
of venous aneurysms of the cerebral cortex. 
Similar records of asymmetrical cortical activity 
have been obtained in two recent personal cases 
of arteriovenous aneurysm of the cerebral hemi- 
sphere. In each instance, diminution of wave 
amplitude and irregular alpha activity was ob- 
served over the affected hemisphere. 


CONCLUSION 


Suggestive lateralization of the bleeding point 
in the affected hemisphere in “spontaneous” 
subarachnoid hemorrhage may be obtained by 
study of the electro-encephalogram during the 
period of active hemorrhage. Characteristic is 
a more or less marked asymmetry of amplitude, 
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frequency and wave form between the tracings 
obtained from the two hemispheres, with the 
abnormal findings present over the hemisphere 
containing the bleeding point. This abnormal 
activity may be due to relative cerebral anoxemia, 
resulting trom’ rupture of a congenital cerebral 
aneurysm, the common cause for such hemor- 
rhages. Six illustrative cases are presented. 
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DISCUSSION (Abstract) 


Dr. C. G. Holland, Charlottesville, Va—Most of clin- 
ical electro-encephalography has dealt with high po- 
tential slow waves for diagnosing abnormalities. 

The problem of lateralizing congenital cerebral an- 
eurysms by means of electro-encephalography is com- 
plex when approached in a broad sense. This is partly 
clear from anatomical considerations. Aneurysms arise 
singly or multiply, unilaterally or bilaterally, from 
the basilar artery, communicating branches of the 
circle of Willis, the internal carotid and the three 
main branches supplying the hemispheres. The basilar 
artery can hardly be lateralized, as it is a midline 
structure. If the aneurysmal sacs are bilateral, laterali- 
zation will depend on which one interferes with the 
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physiology of the brain sufficiently to produce rep- 
resentations in the EEG. It has yet to be shown that 
they can be lateralized without having first produced 
symptoms, anatomically or physiologically. 

Congenital cerebral aneurysms have become sympto- 
matic as early as the fourth year or they may never 
be known to exist in life. Once they preduce symp- 
toms they interfere with cerebral homeostatic mechan- 
isms. If a sac ruptures there may be a rapid rise in 
intracranial pressure, or there may be only seepage 
of blood from the sac with little or no increase in 
intracranial pressure. Where the intracranial pressure 
rises rapidly, especially if it interferes with blood flow, 
EEG changes are found. Forester and Nims, working 
with dogs, monkeys and cats, obtained a relative grada- 
tion in the slowing and lowering of potentials as an 
acute pressure rose intracranially. When this pres- 
sure exceeded the blood pressure the tendency was to 
have complete absence of cortical activity. They made 
it clear they believed the changes were due to altera- 
tions in blood flow. In these experiments they did 
not confine themselves to one hemisphere or the other. 

In the paper presented today, alteration in blood 
flow is thought to give anoxemia more pronounced 
on the side of the aneurysm. With or without an 
increase in intracranial pressure unilateral blockage 
of the arteries supplying the cortex would seem to be 
the pathological mechanism involved to account for 
the EEG findings. When there is alteration in blood 
flow, the various components of the blood such as 
sugar, carbon dioxide, oxygen, and so on, must be 
considered singly or together as factors influencing 
the physiological expression we know as cortical bio- 
electric activity. A vaso-constriction of cerebral ves- 
sels may be brought about by lowering the carbon 
dioxide tension in the arterial blood. This is opposite 
to what takes place in the periphenal vessels. Gibbs, 
Gibbs, Lennox and Nims, working with hyperventila- 
tion, demonstrated this homeostatic mechanism. As long 
as vaso-constriction keeps the carbon dioxide tension 
of the brain relatively high, high potential slow fre- 
quencies are not produced in the EEG. When the 
mechanism breaks down and vasodilation takes place, 
high potential slow frequencies are found. Davis and 
Wallace found dependence of 5 a second waves on 
blood sugar levels during hyperventilation. Low sugar 
values favor their appearance, high sugars do not. 
They made no observations on the caliber of the 
cerebral vessels. 

Another consideration to be borne in mind, as men- 
tioned by the authors, is the physiological differences 
between the hemispheres. It is conceivable in a right- 
handed individual that an aneurysm on the right pro- 
ducing a lowering of potentials may make the poten- 
tials between the hemispheres relatively equal. In such 
an individual case it may be difficult to say which 
side represents abnormality. If an aneurysm lowers 
potentials on the physiologically lowered side the dif- 
ference may be regarded as normal when it is really 
an abnormality. In such cases as these, other ab- 


normalities beyond lowered potentials must be ob- 
served. 

At the University of Virginia we have EEG records 
of four cases of spontanevus subarachnoid hemor- 
rhage, three of which were diagnosed congenital 
cerebral aneurysms and were lateralized by neurologic 
findings. 


No aneurysm was outlined by arteriography 
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or operation. The electro-encephalograms were taken 
using monopolar electrodes on the frontal, parietal and 
occipital regions, symmetrically and bilaterally placed. 
Reference electrodes were placed on the ears. The 
pens were standardized at 1 millimeter, equal to 10 
microvolts. The first case (E. F.), a right-handed man 
36 years old, had epileptic attacks as a child. He had 
two typical attacks of subarachnoid hemorrhage two 
months apart. Neurologic findings showed the bleed- 
ing point to be on the left. The left cerebral artery 
near the circle of Willis was thought to contain an 
aneurysm. The EEG was done in November, 1940, 
eight months following the second attack. This showed 
low potential slow frequencies from the right hemi- 
sphere which might be representations of his epilepsy, 
and low potential relatively regular 10 per second fre- 
quency from the occiput of the opposite side with 
more irregular activity of low potential as the tracings 
were taken from the parietal and frontal regions, In- 
terpretation is difficult as far as congenital cerebral 
aneurysm is concerned. The tracing is complicated 
by the 3 per second activity. 

The second case (M. F.), is a right-handed 51-year- 
old woman. She was diagnosed from the neurologic 
examination as having an aneurysm of the basilar 
artery. The EEG was done in November, 1940, nine 
months after discharge from the hospital. In the oc- 
cipital region the potentials are higher and more 
regular on the left. In the parietal region the po- 
tentials are still somewhat higher and perhaps a bit 
more regular, if you look at the left-hand side of the 
tracing. The same is true of the frontal region. 

Uncontrolled by other examinations, this might be 
interpreted as meaning the aneurysm is in the right 
cerebral arterial tree. There is certainly a disagree- 
ment between the EEG findings and the neurologic 
findings when applied diagnostically. 

The third case (D. W.), is a right-handed 38-year-old 

woman who was thought to have a cerebral congenital 
aneurysm in the right arterial tree. The EEG was 
done in February, 1941, nineteen months following re- 
covery from subarachnoid bleeding. The lower and 
more irregular potentials are on the left, which would 
place the aneurysm on the opposite side from which 
the neurologic symptoms showed it to be. 
' In these three cases the interval between symptoma- 
tology and EEG’s were eight, nine and nineteen months. 
This is a definite factor to take into consideration, 
as the homeostatic mechanisms may have had time to 
adjust to the acute episodes of hemorrhage. 

The fourth case (S. M.), was a 34-year-old right- 
handed woman who had weakness of the lower portion 
of the right side of her face and right extremities. 
These neurologic findings were not as definite as in 
the above cases, but it makes one think the aneurysm 
was on the left. The EEG was done in November, 
1940, the day after admission. Here the lower po- 
tentials are on the right. This again is a misleading 
finding if uncontrolled by operation or arteriography. 

In summary it may be stated that congenital 
cerebral aneurysms must disturb the physiology of the 
brain before they can be lateralized. The one pro- 
ducing the acute disturbance is the one lateralized 
while others may be present but unobserved. There 
are multiple factors influencing the cortical bio- 
electric activity, such as handedness carbon dioxide ten- 
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sion, blood sugar, and so on. Finally, four cases are 
shown to bring out the difficulties in correlating the 
neurological and EEG findings. Further examination, 
such as the use of arteriography, would be necessary 
in these cases to decide which side the aneurysm is on. 


Dr, H. S. Rubinstein, Baltimore, Md—Dr. Lowen- 
bach in his presentation lays emphasis on the dif- 
ference in potential between the electro-encephalographic 
recordings simultaneously taken from the two sides 
of the brain. He points out that the side of the brain 
with the smaller and more irregular potential harbors 
the aneurysm. It has been my experience, and the 
experience of others, that small differences in potential 
and even slight irregularities in wave pattern are fre- 
quently recorded simultaneously from the two sides 
of many normal brains. These irregularities, it seems 
to me, may result from slight variations in skin re- 
sistance due to momentary differences in blood flow 
between the two sides of the scalp. 

How does Dr. Lowenbach distinguish whether the 
differences he observes are normal or pathological? 
If he did not know the history of the patient would 
he still consider the recordings pathological? 


Dr. Lowenbach (closing) —Answering Dr. Rubinstein’s 
question first, I do not think that changes in the skin 
resistance during the recordings of the EEG could pro- 
duce any of the asymmetric irregularities which we 
described. The internal resistance of the amplifiers is 
so high that minor differences in the external resistance 
can be neglected, and small differences only would be 
possible. 

I have no ready explanation why Dr. Holland did 
not succeed in obtaining, in his cases, results similar 
to ours. The signs on which we based our lateraliza- 
tion and which I have demonstrated to you in the 
lantern slides, appeared to us to be unquestionable in 
every case. I am grateful that Dr. Holland empha- 
sized again that asymmetries are seen on a number of 
occasions. To be of diagnostic value for the lateraliza- 
tion of an otherwise “silent” hemorrhage it is neces- 
sary that a hemorrhage be suspected. This was, as I 
pointed out, the case with all our patients, the diag- 
nosis having been made by Dr. Woodhall, who sub- 
sequently requested lateralization by means of electro- 
-encephalography. 


ESSENTIAL PENTOSURIA 
(XYLOKETOSURIA)* 


REPORT OF A CASE 


By R. C. Dertvaux, M.D. 
Nashville, Tennessee 


Essential pentosuria is an infrequently en- 
countered anomaly of the metabolism which, 


*Received for publication March 25, 1943. 

*Read befure the Nashville Academy of Medicine, Nashville, 
Tennessee, March 9, 1943, 

*From the Department of Medicine, Vanderbilt University 
School of Medicine, Nashville, Tennessee. 
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while innocuous of itself, is of occasional impor- 
tance because of the readiness with which it 
may be confused with renal glycosuria or, and 
more seriously,.be mistaken for diabetes with 
dietary stringencies and perhaps insulin im- 
posed unjustifiedly. 

The literature consulted mentions a total of 
but 163 cases described as pentosuria since the 
condition was first recognized in 1892.1 This 
total includes: 100 instances assembled by Enkle- 
witz and Lasker together with reports of 12 new 
cases observed by them,? and their subsequent 
2 additional cases in twins;* 3 cases reported by 
Marble‘ and 6 further instances noted by Joslin 
and associates;> 2 cases reported by Protas;® 37 
cases discovered by Lasker, Enklewitz and Las- 
ker;7 1 case in a non-Jewish female diabetic re- 
ported by Moss and Walker.** 


The present case is typical and is reported 
as a matter of desirable record. As it illustrates 
also the same possibilities for confusion with 
diabetes 2s have been stressed in the publica- 
tions referred to, it is presented for the purpose 
ot inviting further attention to an easily avoided 
source of diagnostic error. 


CASE REPORT 


Mrs. F., 34 years of age, Jewish, was seen on De- 
cember 10, 1942, complaining of weight loss and 
feeling that a restricted diet assigned her elsewhere 
was inadequate. She stated that sugar having been 
found in her urine and because of a reportedly high 
blood sugar some six weeks earlier, the condition had 
been diagnosed as diabetes and a modified diet pre- 
scribed. Despite the restrictions, however, sugar had 
continued to be found in her urine. No insulin had 
been given. No symptoms suggestive of diabetes other 
than weight loss had at any time been present, though 
sugar is, said to have been noted in the urine two years 
earlier and during a second pregnancy; as the blood 
sugar values were reported to have been found to be 
normal at repeated examinations at this time, no 
therapy had been recommended. 

A paternal aunt and several maternal cousins are 
said to have had diabetes. 

On examination, Mrs. F. was found to measure 6234 
inches in height and to weigh 115 pounds. She is 
brunette, intelligent, and, while of sensitive tempera- 
ment, is well controlled and probably not unduly emo- 
tional. Ne evidence of illness was noted and the 
general physical findings were normal. A mid-afternoon 
urine specimen was found to be sugar-free and the 
bleod sugar was 121 mg. per cent (Folin-Wu). 

The diet was moderately liberalized and 5 days later 
a blood sugar determination 2 hours after breakfast 
gave a result of 108 mg. per cent. The urine was not 
examined, as the subject was menstruating. 


*Subsequent to the preparation of this report the case of Moss 
and Walker has been reclassified by them as transitory rather 
than as chronic or essential (‘‘Pentosuria and Diabetes,’ Letter 
to Editor, J.A.M.A., 122:7 (June 12) 1943). 
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On December 23 a sample of urine collected on 
rising was found to contain a small amount of sugar 
(dense green, Benedict’s test). As previous blood sugar 
levels had been found to be normal, a glucose tolerance 
test was done and findings as shown in Table 1. 

On December 26 an attack of right upper abdominal 
distress, of which similar episodes had occurred irregu- 
larly during preceding weeks, called attention to a 
possible inflammatory cause. No treatment was given 
other than a few doses of belladonna and dietary re- 
strictions were entirely removed in anticipation of a 
second glucose to’erance test which was done on Janu- 
ary 16, 1943, as shown in Table 2. 

On January 25 a cholecystogram (Drs. McClure and 
Lanier) showed a non-functioning gallbladder with 
several galistone shadows. A morning urine specimen 
of this same date was found to give a positive Bene- 
dict’s test (dense green). a positive orcein test (Bial’s 
reagent) and a negative fermentation test with baker’s 
yeast of proven activity, indicating that the reducing 
substance found was not glucose, but in all likelihood 
a pentose. Similarly collected specimens examined on 
February 4 and 13 were found to react identically and 
also to give nosit've results with Lasker and Enklewitz’ 
modifications of Benedict’s tests,9 that is. reduction at 
58° for 10 minutes and reduction at room temperature 
for a few hours. 

Two 24-hour specimens were examined on February 
17 and March 1. respectively, and the findings are shown 
in Table 3. 


od 
re 
Fasting 60 1.030 a 101. 
60 grams glucos¢ 
¥Y hour 166. 
1 hour 250 1.006 0 101 
2 hours 175 1.004 0 106. 
3 hours 45 1.022 + 117 
Table 1 
£6 
3 
#6 
Fasting 90 1.027 4+ 104 
80 grams glucose 
¥% hour 139, 
1 hour 36 1.020 119 
2 hours 100 1.005 tr. 89 


3 hours 114 
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The results are considered as conclusive in establish- 
ing the presence of xyloketose. Its continued presence, 
except in the urines of low specific gravity and as 
encountered during the tolerance tests, in consistently 
low concentrations and independent of dietary intake 
are also characteristic and identify the true nature of the 
condition. 

The demonstrated presence of a diseased gallbladder 
in this case is not thought to be of any bearing on its 
metabolic aspect, though these might well be reinvesti- 
gated after the complication has been disposed of for 
which cholecystectomy was recommended. 


Mrs. F. has one brother and one sister, is mother 
of two children. Urine specimens from each of these 
relatives have been examined and found to be free of 


sugar. 
COMMENT 


The procedures employed in the study of this 
case have been given in some detail with a view 
of illustrating the accumulation of the essential 
facts and to show at the same time that in this 
accumulation nothing was required which might 
be regarded as beyond the resources of the 
average clinical laboratory. 

That persistent mellituria, of low degree and 
uninfluenced by dietary intake, might well sug- 
gest the presence of some anomaly has been 
repeatedly emphasized. Such considerations 
should be more particularly relevant in Jewish 
subjects and in individuals having normal tol- 
erance of glucose. Proof that a sugar present 
under these conditions is other than glucose is 
easily had by the use of the homely but in- 
valuable fermentation test and the possibili- 
ties of both renal glycosuria and diabetes thus 
disposed of at once. 

The identification of xyloketose is equally sim- 
ple by the tests of Lasker and Enklewitz® and 
calls for a slightly modified use of the same 
Benedict’s reagents which may be found prac- 
tically universally. The more involved proce- 
dures, such as study of phenylhydrazine deriva- 
tives, are interesting, but are not to be regarded 
as Clinically indispensable. 

As an entity, essential pentosuria is a harm- 
less, asymptomatic anomaly which Garrod? 
designated as among the “inborn errors of metab- 
olism.” It has been observed almost exclu- 
sively among Jews. A recent exception is the 
case of Moss and Walker.’ It occurs predomi- 
nantly in males, and bears no relation to dia- 
betes. Its early recognized hereditary tenden- 
cies have been recently (1936) reemphasized by 
Lasker, Enklewitz and Lasker? whose discovery 
of 37 cases of xyloketosuria in 20 families sug- 
gests that, while rare among the general popula- 
tion, the condition might be quite common in 
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February 17 March 1 
Volume 575 c. c. 1052 c..c. 
Specific gravity 1.027 1.017 
Benedict’s qualitative test ‘ 
boiling 5 minutes Dense green Dense creen 
Room temperature reduction test 
Benedict’s reagent 3 hours Green Green 
1 per cent glucose solution control Negative Negative 


Benedict's test 55° for 10 minutes 
1 per cent glucose solution control 
Orcein (Bial’s) test Positive 
Phenylhydrazine test 
Melting point of crystals 157° 
Benedict’s quantitative test 


Benedict’s quantitative test at 
55° for 10 minutes 


Green, yellow ppt. 
Negative 


Abundant osazones 


0.42 percent 2.41 grams 


0.38 per cent 2.31 grams 


Green, yellow ppt. 
Negative 

Positive 

Abundant osazones 
; 157” 


0.26 percent 2.73 grams 


0.22 percent 2.31 grams 


Tab le 3 


families in which it might have at some time 
already occurred and among which it might be 
sought. These authors regard its occurrence as 
of the order of Mendelian recessive character. 


Pentosuria has been described as of two types 
which differ only as to the nature of the sugar 
excreted. In a small number of cases the pres- 
ence of arabinose is reported to have been demon- 
strated, but far more frequently the sugar present 
has been identified as xyloketose, itself seem- 
ingly an anomalous derivative of glycuronic 
acid.1* This latter substance, acting normally 
in the liver, is concerned with the function of de- 
toxification of various materials and their sub- 
sequent renal excretion as conjugation products. 
Thus, such drugs as amidopyrine, camphor, mor- 
phine, phenols and many others are known to 
increase the output of conjugate glycuronates, 
and pentosuric subjects have been shown by 
Margolis! to respond characteristically by ex- 
creting greatly increased amounts of xyloketose 
when certain of these drugs, notably amidopy- 
rine are administered experimentally or, as found 
by Enklewitz and Lasker,!* when fed glycuronic 
acid. As explained by Everett'* “these indi- 
viduals have an abnormal enzyme system which 
decarboxylates glycuronic acid and transforms 
it to the xyloketose,” which description would 
seem to justify the designation “essential” pen- 
tosuria in contradistinction to a more transient 
variety of which mention is encountered and 
which has been ascribed to the ingestion of large 
amounts of certain fruits. The term “toxic” 
pentosuria, also met with in the literature, refers 


probably to the drug effects of which note has 
been already taken. 


Pentosuria, being an anomaly, requires no 
treatment. Neither can it be said to have a 
prognosis. Its importance is entirely as to its 
recognition and as this may be at times not 
inconsiderable, the condition, as a diagnostic 
possibility, should be borne in mind. 


SUMMARY 


(1) A case of essential pentosuria (xyloke- 
tosuria) is reported. 

(2) The condition is described, its differentia- 
tion discussed and its ready confusability with 
other melliturias is reiterated. 


Grateful acknowledgment is made to Dr. C. S. 
Robinson, Department of Biochemistry, Vanderbilt Uni- 
versity School of Medicine, for a melting point deter- 
mination of the osazone of February 17 and for his 
helpful critique of the general chemical findings. 
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CARCINOMA OF THE ESOPHAGUS* 


By FietcHer D. Woopwarp, M. D.t 
Charlottesville, Virginia 


Carcinoma occurs more frequently than any 
other tumor of the esophagus, and is usually 
epidermoid in origin. An occasional adeno- 
carcinoma is found in the lower end and rarely 
in the upper end. 

Most carcinomas occur in men in the fourth 
and fifth decades of life, although I have seen 
quite a number in older age groups, and oc- 
casionally in the younger age groups. The 
earliest age at which I have encountered it was 
twenty-five years. The incidence of its occur- 
nai in men and women is given as from 4-5 
to 

The most frequent site in men is in the lower 
third; in women, the upper third. Most of these 
tumors are primary in the esophagus, but may 
secondarily invade the stomach, pharynx, larynx 
or other adjacent structures. At other times, the 
lesion may be primary in an adjacent structure 
and secondarily invade the esophagus. 

Since carcinoma is the most frequent tumor 
of the esophagus, it should be classified as one of 
its most common diseases. The incidence of its 
occurrence here has been variously reported as 
from 4 to 10 per cent of all cancers. 


PATHOLOGY 


The great majority of these tumors are squa- 
mous cell in origin with an occasional basal cell 
and adenocarcinoma. This latter type tends to 
occur in the lower and upper portions because 
these are the gland-bearing parts of the esopha- 
gus. They usually present intra-esophageal 
masses which may be ulcerative, nodular, poly- 
poid, or cauliflower-like in appearance. Occasion- 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Thirty-Sixth Annual Meeting, 


Richmond, Virginia, November 10-12, 1942. 
tFrom the Department of Otolaryngology, University of Vir- 
ginia Medical School, Charlottesville, Va. 
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ally there may be no changes in the mucosa, 
but the walls of the gullet are infiltrated and 
indurated, and the lumen is narrowed. 

As a rule these malignant tumors tend to grow 
slowly and infiltrate through local lymphatics. 
This infiltration usually extends several centi- 
meters beyond the site of visible tumor in the 
walls of the esophagus. As growth progresses, 
they tend to invade adjacent structures. In 
this case, we may find involvement of ad- 
jacent lymph nodes, vagi nerves, bronchus, 
trachea, lung, pleura, mediastinum, aorta or 
other structures depending upon the site of the 
tumor. A tracheobronchial fistula is not un- 
common. 

As time goes on, more distant lymph nodes are 
involved, such as the lower cervical, axillary, 
and particularly the nodes along the left gastric 
vessels in the abdomen. Surgical and autopsy 
statistics have shown these abdominal metas- 
tases to be present in from 25 to 50 per cent 
of cases, and occasionally there is involvement 
of the liver. 


SYMPTOMS AND SIGNS 


Unfortunately, the onset of cancer of the 
esophagus is insidious, as is often true of cancer 
in many other organs; however, it does pro- 
duce the fairly early symptom of dysphagia. 
This symptom is constant and first noted on 
swallowing solid food. Any adult who has per- 
sistent dysphagia must be considered a cancer 
suspect until proved otherwise. It is only by 
recognition of the potential seriousness of this 
symptom that early diagnosis of cancer of the 
esophagus can be made. In the patients I have 
seen, this symptom has been present for from 
4 to 6 months before the lesion was diagnosed. 

As the new growth advances, many other 
symptoms may present themselves, depending 
somewhat upon the nature and location of the 
new growth. For instance, an ulcerative lesion 
may produce early bleeding; whereas in a non- 
ulcerative lesion, regurgitation or increasing 
difficulty in swallowing may be most prominent. 

Among other presenting symptoms are pain, 
which is usually substernal but may be located 
in the back in advanced cases; a low grade septic 
temperature is also noted in advanced cases; 
dehydration and cachexia soon follow; and the 
diagnosis is then obvious. These latter symptoms 
appear quite late since an esophageal lumen of 
4 to 5 mm. still permits the swallowing of liquid 
and semi-solid foods. 


Other late symptoms are laryngeal paralysis, 
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cough, tracheobronchial fistula, and peri-esopha- 
geal infection. 


DIAGNOSIS 


When a suspicion of carcinoma of the esoph- 
agus is aroused by an early complaint of 
slight dysphagia, the patient should be im- 
mediately referred to a roentgenologist. In the 
majority of instances, this examination will 
prove or disprove the suspicion; for by study of 
the swallowing act under the fluoroscope using 
an opaque mixture and by making spot films 
from various angles, the esophagus can be well 
visualized and examined. 

Esophagoscopy should next be carried out, 
for it is possible that a very early lesion may 
escape detection by the roentgenologist; and 
since early diagnosis is important, this examina- 
tion should not be omitted. Esophagoscopy can 
usually be done without undue discomfort under 
local anesthesia; but when indicated, general 
anesthesia by using ether or pentothal sodium is 
employed. Since most malignant tumors present 
an intra-esophageal mass, a biopsy can be ob- 
tained which verifies the diagnosis. If no 
mucosal changes are noted, an attempt at biopsy 
is unwise, because of the danger of perforation 
of the esophageal wall. However, the extent 
of fixation and degree of induration can be esti- 
mated by palpation with the tip of the esophago- 
scope. The blind passage of rubber tubes and 
bougies to determine the site and degree of ob- 
struction should be condemned as untrustworthy 
and hazardous. 

Roentgenographic examination of the chest 
should be done to rule out possible metastases 
and extension, and occasionally bronchoscopy is 
advisable for the same purpose. 

The lymph nodes in the neck and axilla should 
be carefully palpated and removed for micro- 
scopic examination, if suspicious. 


TREATMENT 


The only cured cases of esophageal malig- 
nancy have been those cured by surgical re- 
moval. The longest cure was in the first patient 
successfully operated upon by Torek in 1913. 
His patient was operated upon by a transpleural 
approach; the esophagus was resected; and the 
patient lived thirteen years, subsequently dying 
of pneumonia when nearly eighty years old, a 
result which has yet to be equaled. 

Many cases have been treated by radiotherapy 
with the roentgen ray and radium. Among the 
various methods employed has been fractional 
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dosage of the roentgen ray through many skin 
portals up to local tolerance of the skin of the 
patient. This has been the most encouraging 
method of radiation so far employed. Improve- 
ment in methods of application of the roentgen 
ray to the tumor may further improve the re- 
sults. 

The results of intra-esophageal applications of 
radium or radon have been disappointing, be- 
cause adequate dosage frequently causes perfora- 
tion of the esophagus and no drainage has been 
provided. Radium has also been used as a peri- 
esophageal pack, after exposure of the lesion 
by surgical means. Electrocoagulation through 
the esophagoscope has likewise been disappoint- 
ing. 

Because of the many disappointments in the 
treatment of cancer of the esophagus, physicians 
have hesitated to advise it; but, since the dis- 
ease is so fatal, any method which offers any 
chance of success should be tried. No doubt 
this pessimism is largely because of the fact 
that treatment was not instituted until the dis- 
ease was far advanced. 

Since surgery offers the most encouraging 
method of treatment today, we should direct 
our efforts to this end by trying to secure earlier 
diagnoses and improvement of technic. The 
best results are in cancer of the lower end of 
the esophagus. The tumor may be approached 
here either by a transthoracic or transdiaphrag- 
matic route. 

Results of operation on the thoracic esophagus 
are next best, while results of surgical removal 
of tumors at the upper end are most discourag- 
ing, not only in regard to cure but also because 
of the extremely mutilating procedure which is 
necessary for total eradication. Radiation is 
the method of choice in this location. 

In addition to the study of the esophagus, 
the operability of each case is determined by 
the roentgenographic examination of the chest, 
and occasionally bronchoscopy, by biopsy of 
suspicious regional lymph nodes, and by ab- 
dominal exploration for possible extension to the 
liver and abdominal lymph nodes. The gen- 
eral condition, age and build of the patient must 
also be considered. 

When abdominal metastases are found on 
exploration, a palliative gastrostomy should be 
done. The same procedure is advised in all ad- 
vanced cases, for the patient’s nutrition and com- 
fort can be more easily maintained by gastros- 
tomy feeding than by tube feeding, or dilata- 
tion of the esophagus by passing bougies over 
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a swallowed string. Radiation is occasionally 
advised for its palliative effect. 


When the esophagus is removed surgically, 
various ingenious methods of reconstructing an 
antethoracic functioning gullet have been de- 
vised by the use of portions of gut, stomach, 
esophageal stumps, and skin lined tubes, or a 
rubber tube may be used to connect the upper 
and lower stomata. This enables the patient 
to eat in a normal manner and avoid the neces- 
sity of chewing his food and then expectorating 
it into the stomach through a funnel, so that 
adequate saliva may be furnished to carry out 
the normal digestive procedures. When the 
lesion is in the lower end, it is often possible to 
anastomose the upper esophageal segment to the 
stomach. 


CONCLUSIONS 


The means of diagnosis by. the roentgen ray 
and esophagoscope are available and positive, 
and, if early diagnosis can be made, the lesion 
can be removed surgically with reasonable hope 
that many will be cured. For, in spite of the 
universal delay in diagnosis, there are an in- 
creasing number of successful operations report- 
ed each year. 

The recognition of the potential seriousness of 
a persistent dysphagia, both by the physician 
and the laity, is most important, if earlier 
diagnoses are to be made. 


DISCUSSION (Abstract) 


Dr. Porter P. Vinson, Richmond, Va.—Advances in 
thoracic surgery and the use of sulfonamide drugs lo- 
cally in the mediastinum have improved immediate sur- 
gical results in operative management of carcinoma of 
‘the esophagus. However, the end results in treatment 
of this disease continue to be disappointing. 

The unfavorable outcome can be attributed to two 
factors: one, that the diagnosis is made relatively late, 
and, second, that the degree of malignancy of esophageal 
carcinoma is high. Dr. Woodward has stressed the im- 
portance of early diagnosis, but, unfortunately, this can 
rarely be attained since carcinoma of the esophagus is 
usually present for several months before it gives rise 
to symptoms. Dysphagia is usually the first indica- 
tion of a malignant lesion in the esophagus, and before 
this symptom is produced the lumen of the esophagus 
has been narrowed to a considerable degree by the 
tumor mass. According to Broders’ classification of 
carcinoma, malignant lesions of the esophagus are usu- 
ally grade 3 or 4, which implies an unfavorable prog- 
nosis even if it were possible to diagnose the condition 
much earlier than has been true up to the present time. 

In the majority of instances palliation is about all 
that can be offered patients with carcinoma of the 
esophagus, and it is my belief that mechanical dilatation 
of the malignant stricture affords more comfort than 
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any other procedure. Stretching the malignant stricture 
can be donc comfortably and with a minimal amount of 
risk if a previously swallowed silk thread is used for 
guiding dilators through the esophagus. Gastrostomy 
does not bring comfort nor does it prolong life. The 
risk of operation is considerable, and in almost all cases 
of esophageal carcinoma gastrostomy is an inadvisable 
procedure. 


Dr. Murdock Equen, Atlanta, Ga—It is difficult 
even to imagine what the thoracic surgeons will be 
able to do, in the future, with this most important 
organ, but certainly lesions of the esophagus are a 
challenge to their surgical ingenuity. 

Several years ago before this Section here in Rich- 
mond I presented a case in which, on January 22, 1935, 
I had removed a normal larynx as an approach to a 
carcinomatous process involving the cricopharyngeal 
constriction. The publication committee of the Section 
thought this surgical procedure too radical so the article 
was not published in the SouTHERN MEDICAL JOURNAL. 
It was interesting to note at the last meeting of the 
American Broncho-Esophagological Association that the 
removal of a normal larynx is now a recognized approach 
to a carcinomatous lesion involving the upper esophagus. 

Incidentally the patient in the case presented, with 
the aid of an artificial larynx, returned to his former 
position as a lumber salesman in Montgomery, Ala- 
bama, and it was not until almost six years later that 
he had a recurrence and died. This case also illustrates 
the fallacy of the so-called “five-year cure.” 


THE PROCTOLOGIC SIGNIFICANCE OF 
DIARRHEA* 


By H. G. Hummet, M.D. 
Little Rock, Arkansas 


Diarrheas and dysenteries were known in early 
antiquity, yet their causes were shrouded in 
mystery through the centuries and their treat- 
ment was based chiefly on empiricism, until 
modern examination with the electrically lighted 
proctoscope revealed step by step the etiology 
of the various entities of this syndrome and put 
their treatment on a rational basis. In the 
fifteenth and eighteenth verses of the twenty- 
first chapter of Second Chronicles we read: 
“And thou shalt have great sickness by disease 
of thy bowels, until thy bowels fall out by reason 
of the sickness day by day. And after all this 
the Lord smote Jehoram in his bowels with an 
incurable disease.” 

Diarrhea means “to flow through,” while 
dysentery denotes “a painful condition of the 
bowel,” both words being derived from the 


*Read in Section on Proctology, Southern Medical Associa- 
tion, Thirty-Sixth Annual Meeting, Richmond, Virginia, No- 
vember 10-12, 1942. : 
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Greek. Diarrhea may be defined as a syndrome 
in which the stools are increased in frequency, 
lose their normal form, and assume a liquid or 
semi-liquid consistency. This altered appear- 
ance of the dejecta is due to their increased fluid 
content resulting from insufficient water ab- 
sorption in the left half of the colon,! abnormal 
exudation of the bowel wall and _ increased 
peristalsis of the intestinal musculature. 

The number of stools may vary from two to 
three a day to one every few minutes, the con- 
sistency from mushy to liquid. Admixtures of 
undigested food, mucus, pus or blood may be 
present. Abdominal distress, cramps, flatulence 
and tenesmus are common. The main systemic 
manifestations of severe acute or chronic diar- 
rheas are increasing dehydration, anemia, hypo- 
calcemia and loss of weight. 

Diarrhea is, therefore, of paramount interest 
to the proctologist, because many diseases of 
the ano-rectum, sigmoid and colon are accom- 


CLASSIFICATION OF DIARRHEAS 
(A) FUNCTIONAL (B) ORGANIC 


(1) Gastrogenic (a) Neoplastic 
(2) Pancreatic (1) Carcinoma 
(a) Idiopathic (2) Polyposis 
Steatorrhea Infectious 
(b) Non-tropical (1) Ulcerative 
sprue colitis 
(c) Celiac disease (2) Bacillary 
(3) Allergic dysentery 
(4) Fermentative (3) 
(5) Putrefactive (4) 
gonorrhea 
(6) Food poisoning 
(7) Endocrine (a) Staphylococcus 
(a) Thyroid (b) Bacillus 
(b) Adrenal enteritidis 
(8) Compensatory (7) Cholera 
(a) Uremic (c) Parasitic 
(b) Skin burns (1) Amebic 
(c) Senile dysentery * 
“9) Foreign bodies (2) Balantidial 
dysentery 
(10) Drugs (3) Schistosomal 
(a) Arsenic dysentery 
(b) Mercury (4) Giardiasis 
(c) Lead (5) Trichomoniasis 


(6) Strongyloidiasis 
(7) Trichocephaliasis 
(8) Trichinosis 

(d) Virus Diarrheas 
(1) Lymohogranuloma 

venereum 

(e) Deficiency 
diarrheas 
(1) Tropica] sprue 
(2) Pellagra 


Table 1 
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panied by this symptom. According to the 
present state of our knowiedge, it is difficult to 
offer an etiologic classification of the diarrheas, 
and for practical purposes, they may be divided 
into two groups: fuhctional and organic. 

The functional diarrheas are characterized by 
the absence, the organic ones by the presence 
of a demonstrable lesion of the intestinal mucosa. 
In organic diarrheas the stools contain pus, 
blood, mucus, pathogenic bacteria, intestinal 
parasites or viruses; the mucosal changes may 
be visualized through the proctoscope, which 
shows the successive stages of inflammation 
such as hyperemia, erosion, ulceration, necrosis, 
fibrosis and stricture. Anemia, fever, rectal or 
abdominal discomfort or pain are, as a rule, 
present. In the functional diarrheas these signs 
and symptoms are absent, and a definite neurotic 
background can be recognized in this type: of 
patient, who has an unbalanced autonomic nerv- 
ous system. 

However, two important points must be kept 
in mind: first, long continued functional diar- 
rheas may sometimes lead to organic changes; 
second, even extensive structural changes (in- 
flammation, ulcers, strictures or neoplasm) may 
be present in the terminal bowel without any 
diarrhea whatsoever. Diarrhea is a purposeful 
attempt to eliminate toxins from the intestinal 
tract. It ceases, when this object has been ac- 
complished, but its cessation is not always syn- 
chronous with the disappearance of intestinal 
lesions. A mere naked eye inspection of the 
stool is often helpful in determining the under- 
lying cause, its extent and severity: mucus sug- 
gests irritation, pus inflammation, blood ulcera- 
tion, while the presence of undigested food sug- 
gests enteritis. 

When a patient presents himself with a com- 
plaint of diarrhea, a correct diagnosis is essen- 
tial in order to treat him intelligently. A de- 
tailed history and a complete physical examina- 
tion with particular attention to the oral cavity, 
since the intestinal tract begins at the mouth 
and ends at the anus, is necessary, supplemented 
by microscopic examination of the stool for para- 
sites, cysts or ova, bacteriologic and cultural 
study of the scrapings from the inflamed or 
ulcerated areas of the mucosa and roentgen ex- 
amination of the colon and sigmoid. Always 
have cancer in mind, if blood appears in the 
feces, and never fail to make a digital examina- 
tion of the rectum. If hemorrhoids are present, 
do not take it for granted that blood comes 
from them. Graver lesions may be present. 


Proctosigmoidoscopy is indispensable in the 
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demonstration of new growth, ulcerations, impac- 
tions, stricture, diverticula and inflammatory 
conditions of the rectosigmoid. Roentgen ex- 
amination and the double contrast enema serve 
to confirm the diagnosis and indicate often the 
extent of the involvement in ulcerative and 
amebic colitis or may establish the site of stric- 
ture, polyps or new growth. The sigmoidoscope 
with the proximal light is preferable to that with 
the distal light, as the soiling of the distal light 
may prevent adequate examination of the field. 
Many proctologists advise a plain water or 
saline enema several hours before the examina- 
tion of the patient. Saline catharsis, in my ex- 
perience, not infrequently induces irritation and 
low grade inflammation in the terminal bowel 
and thus obscures the clinical picture. Suction 
is best which after instillation of a few ounces 
of a 50 per cent solution of peroxide of hydro- 
gen leaves the rectum perfectly clean and en- 
ables one to see the actual condition present. 
Gentleness is of the utmost importance during 
introduction and manipulation of the instru- 
ment, as the inflamed mucosa is friable and 
easily traumatized. Accidental perforation 
through the scarred or contracted bowel wall 
may occur. 

Allergic, gastrogenic, putrefactive or ferment- 
ative diarrheas, pellagra, sprue and diarrheas 
due to lead, arsenic and mercury do not come 
within the scope of this paper. It will deal only 
with diseases of the rectum and sigmoid colon 
where the proctoscopic findings aid in a cor- 
rect diagnosis. In the following diseases diar- 
rhea is usually the predominant symptom which 
causes the patient to seek medical attention, 
and they are, therefore, important from a 
proctologic standpoint. 

Bacillary Dysentery—tThis disease is on the 
increase all over the world. Many cases, espe- 
cially in the adult, are unrecognized, and, ac- 
cording to the painstaking work of Joseph Fel- 
sen,? approximately 10 per cent pass over into 
the chronic phase and develop chronic ulcera- 
tive colitis or chronic distal ileitis. The in- 
creasing prevalence of chronic ulcerative colitis, 
often passing under the guise or general term 
of colitis or enteritis, appears to parallel the 
increasing incidence of bacillary dysentery. One 
can readily see how difficult it is to trace a 
chronic ulcerative colitis to an initial bacillary 
dysentery, particularly when the acute phase of 
this disease dates back several years. In other 
cases the original diagnosis has been missed, no 
culture of the stool or of the scrapings from the 
bowel wall was made or, as happens frequently, 
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the patient did not seek medical attention. In 
most of these patients secondary pyogenic in- 
fection supervenes, and the pathogenesis of 
chronic ulcerative colitis may be the clinical end 
result in many of these patients. 

Much of the confusion surrounding the etiology 
of chronic ulcerative colitis, and the disinclina- 
tion of many clinicians and pathologists to agree 
with Bargen* * on the primary diplostreptococcal 
origin of this disease is due to the fact that 
scrapings from ulcers through the sigmoidoscope 
were not made in the first few days of the 
dysenteric attack. During this period the bacil- 
lus dysenteriae may readily be discovered from 
the mucopurulent material. The organisms 
soon retire to the crypts of Lieberkuhn for 
protection against the inimical action of the in- 
testinal flora, and after the first week recovery 
of the bacilli from the stool or ulcers becomes 
difficult. Acute bacillary dysentery is a self- 
limited disease, running its course in from three 
to ten days. If the acute phase is not recog- 
nized and treated, the chronic phase in which 
the ulcers have never healed follows, and sec- 
ondary pyogenic invaders are recovered on cul- 
ture. If competent laboratory diagnosis of the 
various strains (Flexner, Shiga, Sonne-Duval) 
is not available in smaller communities, the 
newer sulfonamides, sulfasuxidine and sulfa- 
guanidine, should be given, to prevent chronic 
secondary infection of the bowel later on. 

The proctoscopic picture of bacillary dysen- 
tery presents certain characteristics whereby this 
disease may be distinguished from other infec- 
tious diarrheas. In bacillary dysentery gen- 
eralized diffuse hyperemia with hemorrhagic 
edema of the mucosa and numerous superficial 
ulcers are seen. The edematous mucosa and 
the ulcerations are covered with a fibrinous 
exudate, the diphtheritic membrane of the older 
writers. The submucosa is not invaded in this 
disease and there is no undermining of the border 
of the ulcers, as in amebic dysentery. 


Chronic Ulcerative Colitis —The present nebu- 
lous state of this dread disease is illustrated by 
its obscure etiology. Streptococci, pneumococci, 
dysentery bacilli, enterococci and many other 
organisms have been reported as the etiologic 
factors, but the controversial issue is far from 
being settled. By many workers, such as Bar- 
gen, it is looked upon as a primary infectious 
diarrhea, while Felsen, Hurst and many others 
bring forth weighty evidence that it is a sec- 
ondary one. The proctoscopic picture is typical 
and constant in all three stages of chronic ulcera- 
tive colitis. The ulcers are usually small and 
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miliary, the mucosa is granular and moth- 
eaten and the scars are pock-like in character. 


Amebiasis and Amebic Dysentery—In the 
acute form of this widespread disease, affecting 
from 6 to 10 per cent of the population, bowel 
movements are usually frequent and may con- 
sist entirely of mucus and blood. In addition, 
the patient complains of light or severe abdom- 
inal discomfort, and palpation reveals marked 
tenderness without muscle guarding along the 
course of the entire colon, most marked over 
the cecum and descending colon. Not infre- 
quently there is constipation or a complete ab- 
sence of typical symptoms, particularly in cyst- 
passers who have tissue damage nevertheless. 
The symptomatology of this disease is often 
vague and misleading. Frequently the patient 
who has amebiasis may go into a latent or 
chronic phase with complete freedom of symp- 
toms, to relapse again with an accentuation of 
his former complaints. The protean character 
of the disease is often deceiving in that the 
individual is subjected to surgical operations 
for appendicitis or cholecystitis in those parts of 
the country where amebiasis is considered falsely 
a rare or tropical disease. One should not 
operate upon a patient for appendicitis if 
dysentery is present. We should remember that 
the ameba is found wherever the human colon 
exists. 

The diagnosis of amebiasis does not rest on 
a clear cut symptom complex, but solely on the 
proctoscopic examination and demonstration of 
the motile or encysted form of the endamoeba 
histolytica. In no other disease are the lesions 
so characteristic in appearance as in amebic 
dysentery. The ulcers are oval or round in a 
field of mucous membrane that appears normal. 
They are punched out or umbilicated and cov- 
ered with necrotic material. Through the lytic 
action of the ameba the submucosa and mus- 
cularis are invaded also. In extensive amebic 
colitis the ulcers become confluent. 


Balantidium Coli Dysentery—Balantidiasis is 
of rare occurrence at present, but we may expect 
that this parasitic dysentery will be seen more 
frequently in soldiers returning from the Far 
East. Only two cases of balantidial dysentery® 
have come under my observation. Both pa- 
tients contracted the disease in the Philippines 
and suffered for many years from bloody diar- 
rhea, which went unrecognized and untreated. 
The ulcerations caused by this largest of the 
pathogenic protozoa are similar to those of 
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amebic dysentery, and the organism invades also 
the submucosa. 


Trichomoniasis—Two male patients were 
seen who suffered from periodic attacks of diar- 
rhea and in whom trichomonads were found in 
enormous numbers. Faust and Craig® do not 
consider this flagellate a pathogenic organism, 
while Kessel’ reports that he has infected kit- 
tens with this parasite and produced superficial 
necrosis of the colonic mucosa. The diarrhea 
in both of these patients responded to massive 
doses of diodoquin with disappearance of the 
flagellates. 

Giardiasis —Giardia infestation occurs fre- 
quently in children who appear to be more sus- 
ceptible to this flagellate. Parasitologists do 
not consider Giardia lamblia a pathogenic para- 


site, yet many physicians have described a giar- 


dial dysentery in the recent literature. Atabrin 
acts as a specific, eradicates the organisms and 
alleviates completely the protracted diarrheas 
and abdominal pain in these patients. 


Schistosomal Dysentery.—This form of dysen- 
tery caused by infection with the blood flukes, 
Schistosoma mansoni or Japonicum, resembles 
amebic dysentery clinically, there being frequent 
bowel movements, the fecal material containing 
blood and mucus. Marked ulceration and 
fibrosis in the colon and rectum and develop- 
ment of papillomata occur. However, the gen- 
eral symptoms are quite different, consisting 
of giant urticaria, hepato-and-splenomegaly, 
dyspnea and rapid loss of weight. The menace 
of tropical diarrheas will confront American 
medicine more and more, as the prosecution of 
the war will take millions of American soldiers, 
accompanied by thousands of American phy- 
sicians, to tropical and subtropical countries, 
where they will be exposed to the hazards of 
these diseases. 

Severe diarrheas, at times fatal, caused by 
tapeworm, roundworm, whipworm and _trichi- 
nella infestations are merely mentioned in pass- 
ing. The diagnosis is usually the result of find- 
ing the parasites or ova in the stool. 


Rectal Gonorrhea.—Gonorrheal proctitis in 
women is ordinarily secondary to genital in- 
fection and should always be looked for when 
there is tenesmus, sphincter spasm, bearing 
down pain, pus and blood. In fulminating cases 
diarrhea may be a prominent symptom. The 
proctoscopic appearance is very characteristic: 
there is marked generalized hyperemia and 
hemorrhagic edema of the rectal mucosa and 
a purulent cryptitis from which the diplococci 
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may be demonstrated either by Gram stain or 
by culture. Stricture, ulceration and fibrosis are 
particularly frequent in the colored race with its 
peculiarity for excess connective tissue forma- 
tion, to which C. Rosser® has called our atten- 
tion and which he named fibroplastic diathesis. 

Rectal Tuberculosis—Tuberculous ulcerative 
proctitis is usually a terminal episode, the rec- 
tum and colon becoming involved secondary 
to pulmonary tuberculosis. The ulcerations are 
similar to amebic ulcers, oval or elliptic in shape, 
covered with caseous material, and extend into 
the submucosa. Scrapings from tuberculous 
ulcers yield the acid-fast bacilli. Contracture 
of the lumen of the bowel, formation of sinuses, 
fistulae and abscesses are common sequelae, par- 


- ticularly in the colored race. 


Lymphogranuloma Venereum.—This common 
venereal disease is characterized by a bloody and 
purulent rectal discharge, diarrhea, development 
of multiple anorectal fistulae and cockscomb-like 
tumefactions around the anal aperture. Procto- 
scopic examination will demonstrate the familiar 
tubular stricture with inelasticity of the bowel 
and a chronic granular proctitis. The Frei test is 
always positive. We must keep in mind that 
the gross pathologic appearance of hyperplastic 
tuberculosis of the rectum is similar to that of 
lymphogranuloma venereum. The Frei test and 
biopsy of the tissues should reveal the true na- 
ture of the disease. 


Multiple Polyposis—This neoplastic disease 
occurs both as a familial and as an acquired or 
postinflammatory type. In the familial type 
similar conditions may be found in other mem- 
bers of the family. These polypi involve, not 
infrequently, the entire colon from the anus 
to the cecum. Polypi may exist singly or in 
large numbers within a colon for many years 
without producing any abdominal cramps or 
frequent evacuations of blood and mucus. Sig- 
moidoscopy reveals that the bowel is studded 
with small or large pedunculated tumors, and 
X-ray examination will demonstrate the extent 
of involvement. 


Malignant Neoplasm of the Rectum and 
Sigmoid.—The responsibility of the early diag- 
nosis of rectal carcinoma rests on the shoulders 
of the general practitioner. The predominant 
complaint of the patient to his physician is of 
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bleeding, “piles,” constipation, diarrhea, and a 
desire for frequent evacuations. Pain is un- 
fortunately a late symptom. If we, as proc- 
tologists, may impress upon the physician in 
general practice the point that “the eye at the 
end of the finger” is the most trustworthy and 
valuable aid in examining patients with rectal 
complaints, we shall save more lives. Adenoma- 
tous polyps, small or large, should be dealt with 
as precancerous growths, as have been pointed 
out on several occasions before this Section. 
The best prevention for rectal neoplasms is rou- 
tine digital and proctoscopic examination. 


Diarrhea Due to Fecal Impaction Fecal im- 
pactions occur after barium enemas, anal ulcers 
and postoperatively. The usual symptoms are 
diarrhea, tenesmus and rectal pain. Digital 
examination will establish the diagnosis. 


Factitial Proctitis—A type of stubborn diar- 
rhea which has come under my observation will 
be mentioned in closing. It occurred in a woman 
who had radium implantations for metrorrhagia 
due to polypoid hypertrophy of the endome- 
trium. Several weeks later she complained of 
an urgent and constant desire to defecate and 
frequent evacuations. On proctoscopy a hyper- 
emic and friable mucosa was seen with spider 
telangiectasis of the rectal capillaries. Bismuth, 
mucilage of acacia and local astringents proved 
helpful. 


SUMMARY 


‘The purpose of this paper is to stress the 
proctologic importance of diarrhea from the 
standpoint of diagnosis and treatment by di- 
rect visualization of the terminal bowel. 

Proctoscopy is indispensable as a diagnostic 
procedure and should be routinely employed by 
the general practitioner, surgeon and internist. 

Stool examination and scrapings from the 
bowel wall give the best material for micro- 
scopic study and culture. 

Biopsy is indicated in all neoplastic, polypoid 
lesions and rectal tuberculosis. 

Roentgen examination with or without the 
double contrast enema should supplement the 
above procedures, if we desire to know the ex- 
tent of the pathologic changes in the bowel. 

We may obviously look for an increase of 
infectious and parasitic diarrheas in many re- 
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turning soldiers and sailors who will serve as 
foci of dissemination. 

At the present time, diarrhea is still diagnosed 
and treated along antiquated lines or the pa- 
tient who may be suffering with a serious dis- 
abling disease is dismissed with an opiate or 
bismuth without proctoscopic examination. As 
Martin S. Kleckner® pointed out two years ago 
in this city before the American Proctologic 
Society: “Unfortunately to many practitioners 
the complaint of a patient suffering with a 
diarrhea or constipation conveys little signifi- 
cance from a diagnostic standpoint; their re- 
actions indicate an absolute lack of interest.” 
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DISCUSSION (Abstract) 


Dr. Jno. L. Jelks, Memphis, Tenn—Diarrhea and 
dysentery are symptoms which may be the result of 
many etiologic factors. 

Rectocolonic diseases are as old as the. human race. 
Pharaoh had specialists in his court whose duties were to 
study and treat diseases of the rectum and bowels and 
they were designated as men having special knowledge 
of the internal fluids and guardians of the anus. Our 
bivalved speculum is copied from an_ instrument 
recovered from the ruins of Pompeii. 

There are no instruments of greater value for ie. 
nostic purposes or more difficult to dispense with in a 
physician’s armamentarium than the rectal speculum and 
the proctoscope, by the use of which instruments we 
visualize and differentiate pathologic conditions, after 
learning first by the same method, the physiologic 
conditions. 

I am inclined to disparage promiscuous roentgen ex- 
aminations prior to rectocolonic examinations because 
I have had the experience quite a number of times of 
making a proctosigmoidoscopic diagnosis of cancer of 
the rectum and rectosigmoid, proven by biopsy, when 
an x-ray examination had been negative. 
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I prefer a saline laxative prior to proctomicroscopic ex- 
aminations because of its osmotic action. It washes 
out the amebae from submucous ulcers and washes 
down from their normal habitat, the duodenum, other 
protozoa, such as Giardia. 

Dr. Hummel did not mention x-ray and radium burns 
of the rectum. Several cases have been observed in 
which the symptoms were distressing and bloody diar- 
rhea followed. 

In two such cases the patients became anemic and 
nothing would control the ooze of blood except 
moccasin venom. 

The sigmoidoscope is not a safe instrument in the 
hands of a novice. I have seen a case of perforation 
of the gut with this instrument. 

I wish the profession would abandon the term 
“chronic ulcerative colitis.” It would be better to find 
out the etiology and so designate the form of colitis. 
If you cannot find the cause, then to thine own self 
be true, admit it is colitis of unknown origin, and treat 
the case locally as one of streptococcic origin and by 
autogenous vaccine. You may hit. Some cases are 
improved by the sulfa drugs, but they also require 
local treatments and vaccines. 

Rectal gonorrhea is a distressing condition, and is an 
indication for sulfasuxidine by mouth and insufflations 
of sulfanilamide. When stricture is an end result, the 
stricture is best treated by the Jelks operation. 

Lymphopathia venerea is seldom seen by me be- 
cause I do not do free clinic work. My impression 
is that we have no specific treatment and that ultimately 
colostomy and proctectomy must be done. Procto- 
colitis which is often observed must also receive the 
greater attention of proctologists. It is purely strepto- 
coccic as a rule among children cutting teeth or with 
infected tonsils or mastoid disease or in allergic chil- 
dren whose sinuses become blocked and infected. Dur- 
ing recent years the pediatricians have found that the 
proctologist can be of assistance because he best may 
recognize the variance of the proctologic picture of 
pathology and aid in the treatment. 


Dr. Raymond L. Murdoch, Oklahoma City, Okla— 
On the lantern slide on the screen I noticed the term 
“lymphopathia venerea,” but in speaking, Dr. Hummel 
said “lymphogranuloma venereum.” Among the sev- 
eral terms that have been used for this disease, leading 
students are now recommending the use of the term 
lymphogranuloma venereum as the most descriptive 
and grammatically correct. Omission of any reference 
to the inguinal region helps in avoiding confusion of it 
with an entirely different disease. 


Dr. Hummel (closing) —Rectal and colonic diagnosis 
is far from what it should be. If we succeed in im- 
pressing the general practitioner and medical students 
with the fact that the proctoscope is just as necessary an 
instrument as the stethoscope or the sphygmomanometer 
in the physical examination of the patient the physician 
will be saved embarrassment and the patient expense and 
suffering. Half a century ago, Sir William Osler said: 
“The difference between a good doctor and a poor 
one is that the good doctor knows how to do a rectal 
examination.”” This is more true today. 
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BLOOD PRESSURE AND THE KIDNEYS 


The endocrine organs would seem to be in- 
creasing in number since tissues not formerly 
considered in this category are now said to pro- 
duce internal secretions. Formerly it was be- 
lieved that there were about six glands which 
secreted a hormone directly into the blood 
stream. The thyroid, pancreas, parathyroids and 
usually the thymus are put with this group, and 
the pituitary, adrenals, and gonads are known 
each to have more than one active hormone. 

The liver and stomach lining now appear to 
belong in this class, and studies on the kidneys 
would apparently add these to the list. Blood 
pressure may be chronically elevated by con- 
stricting a kidney; and extracts are obtainable 
from this gland which produce experimental 
hypertension. Conversely, extracts have been 
obtained from fresh kidney tissue which can 
lower the blood pressure of hypertensives. Groll- 
man and Harrison,! of the Bowman Gray School 
cof Medicine of Wake Forest College, over sev- 
eral years have studied a substance obtainable 


1. Grollman, Arthur; and Harrison, T. R.: Further Studies on 
Separation from Kidney Tissue of a Substance Capable of Re- 
ducing Blood Pressure in Experimentally Induced Hypertension. 
Jour. Pharmac. and Exper. Ther., 78:174 (June) 1943. 
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from kidneys which has a specific blood pres- 
sure reducing effect. There are many non- 
specific tissue extracts, these authors say, which 
are capable of reducing blood pressure. The con- 
centration of substance with which they worked 
is very low in the kidney, and the product of 
many hundred pounds of kidney were needed to 
lower the blood pressure of a patient. It is in- 
teresting that their extract was active orally. 
They feel that the pressure-reducing substance 
is produced in the kidney and that its activity 
resembles that of a hormone. 

It is most encouraging that blood pressure 
control formerly a subject for many medical 
and even surgical fads, is receiving a great deal 
of constructive attention, which should soon 
blossom into at least a fuller understanding ot 
the mechanism. Many tissue extracts are harm- 
ful and even dangerous to administer. However, 
it would appear that some types of hypertension 
will soon be amenable to specific therapy. It 
is interesting that a substance which raises blood 
pressure and a substance which lowers it are ob- 
tainable from the kidneys. 

In the first quarter of the Twentieth Century 
the general sciences and the so-called medical 
sciences made strides to which any physician 
might point with pride. Clinical and curative 
methods were slower, and therapeutic progress 
in this period to some degree marked time. The 
second quarter of this century should stand out 
as a golden age of medical therapy. 


MOLD FILTRATE ANTISEPTICS 


It is now fourteen years since the discovery 
of penicillin, and this material is just beginning 
to be ready for clinical use. A number of prod- 
ucts of mold growth have been investigated, 
which strongly inhibit bacterial growth in the 
test tube and apparently cure certain infections 
in the living animal. Tyrocidin and gramicidin 
are very toxic to living animals. However, their 
anti-bacterial activity is selective and specific. 
Most of the mold filtrates are more active 
against gram-positive than against gram-nega- 
tive bacteria. Penicillin is little toxic even on 


intrathecal injection into human beings; it is 
active against bacteria which have become re- 
sistant to sulfonamides, and it bids fair to find 
a good field of therapeutic use. 

Other mold products are being investigated, 
just as many modifications of the sulfonamide 
antiseptics are constantly appearing. An active 
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filtrate was recently studied by Bush and Goth,' 
at Vanderbilt University, and is called by them 
flavicidin, because it was obtained from Asper- 
gillus flavus, a yellow contaminant of another 
Aspergillus study. 

Flavicidin in its crude form was exceedingly 
toxic for small animals, but its toxicity dim- 
inished greatly on purification and its anti- 
bacterial activity was great. It was both bac- 
teriostatic and bactericidal. If a very small 
quantity was placed in a suspension of Staph- 
ylococcus aureus, the number of organisms was 
reduced considerably in an hour, and in three 
hours 99.9 per cent were non-viable. 

Flavicidin resembled penicillin in being both 
water soluble and ether soluble. Both grami- 
cidin and penicillin are protein or polypeptide in 
nature, while flavicidin, the investigators report 
to be an organic acid. Both penicillin and 
flavicidin are unstable in an acid environment, 
particularly on shaking with air. Flavicidin was 
more active than penicillin against Corynebac- 
terium diphtheriae, Bacillus anthracis, Staph- 
ylococcus albus, and Brucella abortus. These 
are organisms against which a specific treat- 
ment is very much needed. 

It is to be hoped that active blood stream 
antiseptics of the mold filtrate group will soon 
be safe for general use, and it is probable that 
after clinical introduction of any member of the 
group, improved products and methods of use 
will continue to be developed in the next few 
years. 


LIVER AND BURNS 


Shock and burns have been the subjects of 
very extensive investigation and many theories. 
Prinzmetal and associates* have described what 
they claim to be a specific effect of certain liver 
extracts in reducing the mortality of severely 
burned animals. A standard and controllable 
method of producing shock in rats by heat was 
developed by them and three commercial liver 
extracts with anti-anemic activity were studied 
in the effort to improve methods of handling 
extensive burns. The mortality rate fell and 
survival time of the animals increased definitely 
with crude liver extracts. Highly purified anti- 


1. Bush, Milton T.; and Goth, Andres: Flavicidin: An Anti- 
bacterial Substance Produced by an Aspergillus Flavus. Jour. 
Pharmac. and Exper. Ther., 78:164 (June) 1943. 

2. Prinzmetal, Myron: Hechter, Oscar: Margoles. Clara: and 
Feigen, George: A Principle from Liver Effective Against Shock 
Preliminary Report. J.A.M.A., 122:721 (Julv 
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anemic extracts were inactive and it appeared 
that the anti-shock principle was not identical 
with the anti-anemic principle. The anti-shock 
principle was rather stable to heat and aeration. 
Treatment of the animals with both liver ex- 
tract and saline solution was better than treat- 
ment with liver alone. 

A number of chemicals tested by the technic 
of these investigators did not prolong the lives 
of the rats. Choline, adrena! cortical hormones 
thiamine, and other vitamins such as ascorbic 
acid, pantothenic acid, nicotiaamide, and ribv- 
flavin given in large doses had no anti-shock 
activity. Crude liver extracts now on the mar- 
ket apparently may be beneficial in burn therapy. 
At least they were helpful in these animal studies. 
The significance of this work in war time, when 
severe burns are among the common injuries, 
is, of course, obvicus. 


Book Reviews 


Skin Grafting of Burns: Primary Care, Treatment 
Repair. By James Barrett Brown, M.D., Lieutenant 
Colonel, Medical Corps, Army of the United States; 
Associate Professor of Surgery, Washington University, 
St. Louis, Missouri; and Frank McDowell, M.D., 
Assistant in Clinical Surgery, Washington University, 
St. Louis, Missouri. 204 pages, with 131 illustrations. 
Philadelphia: J. B. Lippincott Company, 1943. Cloth 
$5.00. 

The contents of this compact and well illustrated 
volume upon burns can be divided roughly into three 
sections: primary care, treatment and repair. It is a 
record of the work that has been done by the au- 
thors at Washington University Medical School, Chil- 
dren’s Hospital, and Barnes Hospital. The sections on 
primary care and treatment are short, but cover the 
essentials completely. 

The section on skin grafting is the most complete the 
reviewer has read. Each of the various types of skin 
grafts is described. ‘The authors specifically state on 
what occasion and on what region of the body each type 
of graft will probably give the best result. 

A short discussion of the dermatone covers certain 
well chosen points. 

A chapter is devoted to the description of homo- 
grafts. Their use as a life-saving measure is described. 

The final chapter covering “Treatment of Burns in 
World War II” was written by Lieutenant Colonel 
Brown while in active service in the Eastern Theater 
of Operations and presents a splendid first hand ac- 
count of war burns. 

The print is clear and large enough for easy reading. 
The illustrations are sharp and clear, showing good 
detail. This book is recommended not only to those 
who are particularly interested in burns, but to all who 
are interested in the advantages afforded by the latest 
types of treatment and skin grafting. 
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Treatment of Fractures. By Guy <A. Caldwell, M.D., 
F.A.C.S., Professor of Orthopedic Surgery, Tulane 
University of Louisiana School of Medicine. 303 pages, 
illustrated. New York: Paul B. Hoeber, Inc., 1943. 
Cloth $5.00. 

This book presents in an elementary, clear style the 
methods of treating fractures according to anatomic site. 
The author must assume that the reader clearly under- 
stands the type of fracture at hand, for there are no 
x-ray films presented for comparison nor are the com- 
plications and variable factors entering into the choice 
of treatment described in the text. If the management 
of fractures can be simplified, then the author has cer- 
tainly done this and still given the practitioner a guide 
to treatment. Most of the methods advocated are 
closed reduction types, but the use of pin fixation and 
plates is presented where necessary. The chapter on 
fractures of the hand is to be particularly commended 
as too often these minor fractures lead to major dis- 
abilities. The detailed drawings of traction devices and 
their application will permit the practitioner in many 
instances properly to apply traction. This book will 
undoubtedly find its way into the library of many 
students and general practitioners. 


Orthopedic Subjects. Prepared and Edited by the sub- 
committee on Orthopedic Surgery of the Committee 
on Surgery of the Division of Medical Sciences of 
the National Research Council. 306 pages, illustrated. 
Philadelphia: W. B. Saunders Company, 1942. 

This short treatise covers those conditions seen most 
commonly in military hospitals, namely, fractures and 
the resulting complications. The section on fractures 
includes a good resume of pre- and postoperative care 
and the treatment of each fracture is outlined according 
to anatomical site. There are excellent illustrations 
depicting the operative procedures, including plaster fixa- 
tion. Injuries of the spinal column are separately treated, 
showing methods of transport and reduction of the dis- 
location. The ice tong method of head traction is ap- 
parently preferred. 

The largest section of the book is devoted to compound 
fractures and osteomyelitis, The immediate debride- 
ment and fixation of the compound fracture is outlined 
and the author advocates more widespread use of in- 
ternal fixation. Infected compound fractures require 
heroic measures, especially where gas gangrene super- 
venes. Wide excision of necrotic tissue, chemotherapy and 
polyvalent serum are used as life saving measures. In the 
chapter on osteomyelitis the differential diagnosis is in- 
cluded as well as the differences in the pathology and 
treatment in children and adults. Some of the phases 
of treatment are determined by the patient’s presence in 
evacuation hospital, base hospital, and so on. All in all, 
the manual adequately covers the treatment of most 
military orthopedic problems and is well illustrated. 


Clinical Pediatrics. By I. Newton Kugelmass, M.D., 
Ph.D., Sc.D., Attending Pediatrician, Downtown Hos- 
pital, Pan-American Clinic, Heckscher Institute, New 
York. 393 pages. New York: Oxford University Press, 
1943. Cloth $2.00. 

The title, “Clinical Pediatrics,” is misleading since 
this is merely a compend on pediatrics. Its usefulness 
is restricted to that of a quick reference book and the 
descriptions and suggestions are given in such a stac- 
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cato form that one has the impression of getting a 
“horseback” opinion, which is often what the reader al- 
ready has when he turns for help. The reviewer finds 
it problematical whether so much should be spread so 
thin. In presenting digests one has to assume the role 
of Procrustes, who fitted his guests to his bed by 
lopping off those too long and stretching those too 
short, and this procedure has never been entirely satis- 
factory to the guest, whether he be a human or a 
syndrome. 


Therapeutics of Infancy and Childhood. Edited by 
Harry R. Litchfield, M.D., F.A.C.P., Lecturer in 
Pediatrics, Post-Graduate Medical Education, Kings 
County Medical Society, Long Island College of Medi- 
cine and Leon H. Dambo, M.D., Cleveland, Ohio. 
Five volumes, illustrated. Philadelphia: F. A. Davis 
Company, 1943. Cloth $32.00. 

This work, consisting of four volumes and an index, 
is the result of the combined efforts of one-hundred 
and seventeen contributors, chosen for their authorita- 
tive knowledge of the subjects assigned them, The 
selection of authors has, on the whole, been excellent. 

While this is essentially a work on therapeutics, all 
pertinent facts regarding etiology and the clinical pic- 
ture of disease are given and correlated with the treat- 
ment. Much attention is paid to the newer aspects of 
pediatrics, such as the art of treatment, behavior prob- 
lems and endocrine disturbances. A complete chapter 
is devoted to the sulfonamides and the information 
given is unusually complete and up to date. Another 
outstanding example of the up-to-dateness of the work is 
the discussion of the Rh factor in the blood and its 
relation to the blood dyscrasias of the new born infant. 

In volume IV detailed attention is given to the sur- 
gery of infancy and childhood. Burns, harelip, cleft 
palate, diseases of the abdomen, anesthesia and ortho- 
pedic surgery are covered unusually well. 


The whole work is well illustrated. Many of these 
are in colors and add materially to the value of the 
text. 


Unquestionably, the work constitutes a valuable 
addition to pediatric literature and deserves a place 
in the library of those physicians coming in contact 
with children in their practice. 


Diseases of the Nose, Throat and Ear: Medical and 
Surgical. By William Lincoln Ballenger, M.D., F.A.CS., 
Late Professor and Head of the Department of 
Otology, Rhinology and Laryngology, School of Medi- 
cine, University of Illinois, Chicago, Illinois, and 
Howard Charles Ballenger, M.D., F.A.C.S., Associate 
Professor of Otolaryngology, Northwestern University 
School of Medicine, Chicago. Eighth edition. 975 
pages, illustrated. Philadelphia: Lea & Febiger, 1943. 
Cloth $12.00. 

The eighth edition of this textbook is without a doubt 
the best yet. The contents have been rearranged, ex- 
panded and partly rewritten. Many of the older illus- 
trations have been eliminated and newer ones added. 
Several outstanding specialists have contributed informa- 
tive material. Outstanding are the articles by Dr. C. L. 
Jackson on esophagoscopy, the internal ear by Dr. Al- 
fred Lewy, an operation for bilateral paralysis of the 
recurrent laryngeal nerves by Dr. Brian T. King, and a 
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chapter by Dr. John J. Ballenger -on paralysis and 
neuroses of the larynx. Other new and worthwhile ma- 
terial includes the fenestration operation for otosclerosis, 
fully illustrated and described, and the endaural ap- 
proach in mastoidectomy for chronic suppurative otitis 
media. 

This volume amply covers the entire field of otorhino- 
laryngology in the medical and surgical aspects. 


Clinical Diagnosis by Laboratory Methods. By James 
Campbell Todd, Ph.B., M.D., Late Professor of Clin- 
ical Pathology, University of Colorado School of 
Medicine; and Arthur Hawley Sanford, A.M., M.D., 
Professor of Clinical Pathology, University of Min- 
nesota (The Mayo Foundation), Head of Division on 
Clinical Laboratories. Tenth Edition. 911 pages, illus- 
trated. Philadelphia and London: W. B. Saunders 
Company, 1943. Cloth $6.00. 

There is hardly a laboratory which has not one of the 
previous editions of this valuable manual. The new 
edition is up to its usual excellence and includes data on 
the Rh factor, acid phosphatase, fluorescent dye method 
for staining tubercle bacilli, significance of porphyrins 
in the urine, Brewer’s methods for growing anaerobic 
organisms, quick prothrombin test, and so on. It is 
deficient in virus disease technics. The sections on bac- 
teriology and serology have been improved. 


Dermatologic Therapy in General Practice. By Marion 
B. Sulzberger, M.D.. Lt. Comdr. (M.C.) U.S.N.R., 
Assistant Clinical Professor of Dermatology and 
Syphilclogy. Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital of 
Columbia University; and Jack Wolf, M.D., Attend- 
ing Dermatologist and Syphilologist, Skin and Cancer 
Unit of the New York Post-Graduate Medical School 
and Hospital of Columbia University. 632 pages. 
Chicago: The Year Book Publishers, Inc. Cloth $5.00. 
The popular one-volume treatises on diseases of the 

skin, as well as the abridged handbooks of skin diseases, 

do not outline in detail methods of treatment. 

The volume here reviewed is intended to make up 
for this shortcoming. No seemingly trivial detail of 
modes of application is overlooked. The physician 
interested in treatment of skin diseases cannot but 
profit if he devotes the necessary time to reading this 
book. 


Aviation Medicine. By Louis Hopewell Bauer, M.D., 
Consultant to the Civil Aeronautics Administration 
and to the Committee on Aviation Medicine of the 
National Research Council; Chief Cardiologist, 
Meadowbrook Hospital, Hempstead, New York; Edi- 
ted by Henry A. Christian, A.M., LL.D., Sc.D. 
(Hon.), F.A.C.P., F.R.C.P. (Hon.) (Can.), Hersey 
Professor of the Theory and Practice of Physic, 
Emeritus, Harvard University. Reprinted from Ox- 
ford Loose-Leaf Medicine with the same page num- 
bers as in that work. Illustrated. New York: 
Oxford University Press, 1943. 

Dr. Bauer’s text presents the fundamentals of a 
new field in internal medicine. The author discusses 
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the physical, mental, emotional, and neurologic qualifi- 
cations requisite for a sound pilot; the physiologic ef- 
fects of high altitude; the causation and recognition of 
“pilot fatigue or staleness;” and the cause and therapy 
of air sickness. For the physician who desires a 
working acquaintance with this new branch in medicine, 
Dr. Bauer’s text is recommended. For the specialist 
in the field, the fairly adequate bibliography may 
prove of value. 


Military Surgical Manuals, Volume V: Burns, Shock, 
Wound Healing and Vascular Injuries. Prepared under 
the Auspices of the Committee on Surgery of the 
Division of Medical Sciences of the National Research 
Council. 272 pages, illustrated. Philadelphia and Lon- 
don: W. B. Saunders Company, 1943. Cloth $2.50. 
Of the series of military manuals prepared under the 

direction of the Committee on Surgery of the Division 
of Medical Sciences of the National Research Council, 
this one is particularly valuable. It includes problems 
that are encountered daily in civil practice, and espe- 
cially in industrial surgery. 

The contributors have assembled the practical and 
salient features. Sufficient theoretical and experimental 
data are included in the text to support and justify 
the practical measures that are recommended. Each 
section has been prepared by a sub-committee of the 
Council. 

Burns are discussed in five chapters: general treatment; 
early local treatment; care of granulating surfaces with 
early plastic treatment; skin grafting for contractures, 
and burns in chemical warfare. 

Dr. Alfred Blalock is chairman of the sub-committee 
on shock, 

The mechanism, prevention and treatment, and fluid 
replacement therapy are ably discussed. 

The two chapters on wound healing are from the 
pen of Dr. Allen O. Whipple, chairman of the sub- 
committee, whose writings on the subject have re- 
ceived the endorsement of the surgical world. 

The chapters on vascular injuries are very valuable. 

In no other publication is so much information 
readily obtainable on these important subjects as is 
found in this manual. ‘ 


An Introduction to Biophysics. By Otto Stuhlman, Jr., 
Ph.D., Professor of Physics, University of North 
Carolina. 375 pages. New York: John Wiley & Sons, 
Inc. Cloth $4.00. 

This is an unique book. It has 100 pages on the 
biophysics of x-rays and radium from the standpoint 
of human biology, chapters on the mechanics of the 
eye and the physical characteristics of color vision, 
ultra-violet light on erythema, tanning, various types 
of lamps and units, spectrophotometry, colorimeters 
including the use of the photoelectric cells, on surfaces 
and cell membranes phagocytosis, osmosis, freezing point, 


nerve conduction, electroencephalography, chapter on the © 


biophysics of hearing, on the compound and electron 
microscopes. This review of the application of physics 
to medicine and biology stresses the need for some 
place in the medical or premedical curriculum for a 
work of this nature. The book is well and simply 
written. 
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Dictionary of Biochemistry and Related Subjects. By 
William Marias Malisoff, Editor-in-Chief, Professor 
of Biochemistry at the Polytechnic Institute of Brook- 
lyn. 579 pages. New York: Philosophical Library, 
1943. Cloth $7.50. 

The contributors are distinguished in their respective 
fields. There is much up-to-date information in bio- 
chemistry not to be found in current medical dic- 
tionaries and the book is a useful adjunct to such 
works in the medical office or library. Approximately 
480 useful biochemical tests are briefly defined and the 
original reference to each is given. The German litera- 
ture provides about 260 of these tests and other foreign 
periodicals many of the remainder. Approximately 
3,500 biochemical and pharmocologic terms are defined 
to which are added about 1,200 terms in anatomy, 
botany, zoology and general medicine. Many of the 
medical terms are superficially and even incorrectly de- 
fined. Few pathologists would speak of hematoblast, 
blood platelet, erythrocyte, and microcyte as synony- 
mous; or say that “carcinoma of the prostate is not to be 
feared.” Selection of medical terms is sometimes incon- 
sequential, such as the inclusion of tuberculosis and 
brucellosis and omission of typhoid and typhus fevers. 
Encephalitis would be correctly defined if the word 
virus were added and the various types listed. Yellow 
fever, mumps, and poliomyelitis are defined, but in- 
fluenza, measles and lymphogranuloma are not. The 
medical and anatomic terms not strictly biochemical 
should be omitted entirely or else subjected to careful 
review by authorities in clinical medicine or pathology. 


Southern Medical News 


SOUTHERN MEDICAL ASSOCIATION 
CINCINNATI MEETING 


The Southern Medical Association was host to a dinner meet- 
ing at Cincinnati on Friday evening, July 9, at the Netherland 
Plaza Hotel, complimenting the officers of the Campbell-Kenton 
County Medical Society of Kentucky (Newport and Covington 
are the principal cities of this two-county society), the officers of 
the Academy of Medicine of Cincinnati (Hamilton County 
Medical Society), the general chairman, the vice-general chair- 
man, the chairmen and members of committees for the Cincinnati 
meeting, the heads of departments of the University of Cin- 
cinnati School of Medicine, the members of organizations meet- 
ing conjointly with the Southern Medical Association and others 
having some part in local arrangements for the Cincinnati meet- 
ing. This dinner meeting was to inaugurate local activities for 
the Cincinnati meeting, November 16-17-18. There were sixty- 
one present at the dinner. Short talks were made by Dr. Nelson 
A. Jett, Covington, President of the Campbell-Kenton County 
Medical Society; Dr. Hiram B. Weiss, Cincinnati, President- 
Elect of the Academy of Medicine of Cincinnati; Dr. James 
A. Ryan, Covington, General Chairman for the Cincinnati 
meeting; Dr. Lucien A. LeDoux, New Orleans, member of the 
Council of the Southern Medical Association from Louisiana 
and Chairman of the Council and of the Executive Committee 
of the Council; Dr. Walter E. Vest, Huntington, Past-President 
of the Southern Medical Association and now a member of 
its Board of Trustees; Dr. Elmer L. Henderson, Louisville. 
Chairman of the Section on Surgery of the Southern Medical 
Association, immediate past-member of its Council from Ken- 
tucky and immediate Past-Chairman of the Executive Com- 
mittee of the Council; and Dr. Arthur T. McCormack, Louis- 
ville, Past-President of the Southern Medical Association and 
now a member of its Board of Trustees. Dr. Charles A. Vance, 
Lexington, Chairman of the Council of the Kentucky State 
Medical Association officially represented the state society. Dr. 
Vance is a Past-Chairman of the Section on Surgery of the 
Southern Medical Association. Mr. C. P. Loranz, Birmingham, 
Secretary and General Manager of the Southern Medical Asso- 
ciation, presided. 
Other officers and 


the Southern Medical 


officers of 


past 
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Association present were: Dr. Oscar B. Hunter, Washington, 
member of the Council from the District of Columbia and 
member of the Executive Committee of the Council; Dr. J. B. 
Lukins, Louisville, member of the Council from Kentucky; 
Dr. Ray M. Bobbitt, Huntington. member of the Council from 
West Virginia; and Dr. R. J. Wilkinson, Huntington, imme- 
diate past-member of the Council from West Virginia and 
immediate Past-Chairman of the Council. 


ALABAMA 


The Nutrition Clinic, Hillman Hospital, Birmingham, was re- 
cently visited by a group of scientists sponsored by the National 
Research Council to study the work of Dr. Tom D. Spies with a 
view of determining the possibility of extending corn meal to 
meet special nutritional needs of the South. Among the group 
visiting the Clinic were Dr. Russell M. Wilder, Washington, D. C.; 
Dr. William H. Sebrell, jr., Bethesda, Maryland; Dr. Robert 
F. Griffs (Ph.D.), Dr. Elmer M. Nelson and Dr. Frank L. 
Gunderson (Ph.D.), Washington; Dr. Charles G. King (Ph.D.), 
and Dr. Robert R. Williams (Ph.D.), New York, N. Y.; and 
Dr. James S. MclLester, Birmingham. 

Dr. Garrold H. Nungester, Captain, Medical Corps, U. S. 
Army, a native of Decatur, has been reported by the U. S. 
Army as missing in action since February 17, at which time he 
was serving in a North African sector. 

Dr. Jane Maysey Matthews, Montgomery, and Dr. Robert 
Clark Day, New Orleans, Louisiana, were married June 8. 


DEATHS 


Dr. James William Cox, Flomaton, aged 69, died recently. 

Dr. John Barnwell Elliott, Birmingham, aged 72, died re- 
cently of myocarditis and cerebral hemorrhage. 

Dr. John Frank Hogan, Birmingham, aged 65, died recently 
of traumatic abscess of the liver. 

Dr. Charles Lewis Marks, Montgomery, aged 61, died recently 
of heart disease. ; 


ARKANSAS 


Dr. S. J. Wolferman, Fort Smith, has been «lected Surgeon 
of the Fort Smith Post of the American Legion. 

Dr. J. W. Butts and Dr. George R. Storm, both of Helena, 
=o elected Surgeons of the Helena Post of the American 

gion. 

Dr. C. A. Archer, Jr., formerly of Dumas, Texas, has located 
at Bauxite. 

Dr. A. S. J. Clarke, Little Rock, has moved to Conway. 

Dr. H. H. Brown, Walnut Grove. is located at Florida Parish 
Charity Hospital, Independence, Louisiana. 

Dr. E. D. McKnight, Brinkley, and Dr, L. D. Duncan, Waldron, 
have been reappointed to the Arkansas State Board of Health. 


DeEaTHS 


Dr. William Jefferson Hutson, Eudora, aged 60, died June 20. 

Dr. Meade B. Owens, Newport, aged 70, died June 20. 

= Elmer C. Thompson, Marked Tree, aged 55, died re- 
cently. 


DISTRICT OF COLUMBIA 


Medical Society of the District of Columbia at its recent 
annual meeting installed Dr. F. Sanderson, President; and 
elected Dr. James N. Greear, Jr., President-Elect; Dr. Custis Lee 
Hall, First Vice-President; Dr. Carolyn H. S. Pincock, Second 
Vice-President ; Dr. A. Magruder MacDonald. Member of Execu- 
tive Board; and Dr. L. Lee Cockerille, member of the Beard 
of Censors, all of Washington. 

: George Washington University Medical School, Washington, has 
installed Dr. William M. Ballinger, President; and elected Dr. 
Robert H. Harmon, President-Elect; Dr. Fred A. J. Geier, First 
Vice-President; Dr. Elma B. Carr, Second Vice-President; Dr. 
Oscar B. Hunter, Secretary-Treasurer; and Dr. William Earl 
Clark, Councilor for five years, all of Washington. 

‘ Central Dispensary and Emergency’s Board of Directors, Wash- 
ington, at its recent annual meeting, reelected Dr. Stanley D. 
Willis, President; and Dr. Henry L. Darner, Secretary. Mem- 
bers serving on the Board are: Dr. William Earl Clark, Dr. 
Henry L. Darner. Dr. H. A. Fowler. Dr. James N. Greear, Jr., 
Dr. Harry M. Kaufman, Dr. Joseph Kreiseiman, Dr. Guy W. 
Leadbetter, Dr. William B. Mason, Dr. William B. Marbury; 
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Physicians know 
from clinical experience 


the relability of 


Pil. Digitalis = 
(Davies, Rose) oa 


i italis Unit 
U.S. P. 


They conform now, 


Gaston, Mass. 6.5.4. 


as in the past, 


with U.S.P. requirements 


Each pill is equivalent to 1 U.S.P.XII Digitalis Unit. ‘One 
United States Pharmacopoeial Digitalis Unit represents the potency 
of 0.1 Gm. of the U.S.P. Digitalis Reference Standard.”—U.S.P.XII. 


Made from Powdered Digitalis Leaf, Pil. Digitalis (Davies, 
Rose) present all of the therapeutic principles obtainable from the 
drug. 

Standardized according to Pharmacopoeial requirements, they 
permit a uniform and accurate dosage. 


These freshly prepared, standardized pills are put up in bot- 
tles of 35, forming a convenient package for the physician’s pre- 
scription, obviating the necessity of rehandling. 


Sample for clinical trial sent on request. 


DAVIES, ROSE & COMPANY, Limited 
BOSTON, MASSACHUSETTS, U.S.A. ie 
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The Tulane University 
of Louisiana 


School of Medicine 


POSTGRADUATE COURSES: 


[ October 4-9, 1943 
February, 1944 

| June, 1944 

{ October 25-28, 1943 


PEDIATRICS January, 1944 
| May, 1944 


§ November 1-6, 1943 
MEDICINE March, 1944 


OBSTETRICS AND § December 13-17, 1943 
GYNECOLOGY __} April, 1944 
For detailed information 
write 
DIRECTOR 


Department of Graduate Medicine 
1430 Tulane Ave., New Orleans, La. 


SURGERY 


GASTRON is a potent concen- 
trate of the gastric (including 
the pyloric) mucous membrane 
of the hog stomach. GAS- 
TRON contains the various 
complex ingredients of the 
gastric secretions in their 
normal associaton and is there- 
fore effective as replacement 
therapy. 
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GASTRON with IRON is available also for prescription use. 


ORIGINATED AND MADE BY 


FAIRCHILD BROS. & FOSTER 


NEW YORK, N.Y. 
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Dr. James F. Mitchell, Dr. Daniel B. Moffett, Dr. A. B. Moore, 
Dr. Thomas E. Neill, Dr. John W. Warner and Dr. John H. 
Lyons (on leave of absence). 

District Social Hygiene Society’s Board of Directors, Wash- 
ington, have reelected Dr. H, H. Hazen, President; and Dr. 
George R. Creswell, Secretary. Among the directors elected 
for three-year terms were Dr. Edith S. Coale, Dr. Lewis C. 
Ecker, Dr. V. L. Ellicott, Dr. Robert S. Lamb and Dr. Daniel 
L. Seckinger. 

Dr. Norman T. Kirk, Major Géneral, Medical Corps, U. S. 
Army, Washington, has been appointed Surgeon Genera] of the 
Army, succeeding Dr. James C. Magee. retired. 

Dr. Walter A. Bioedorn, Washington, has been appointed a 
member of the District Red Cross Nurse Recruiting Committee 
which will act as the official recruiting agency for Army and 
Navy nurses. 

Dr. Winired Overholser, Washingten, has been re-elected Secre- 
tary-Treasurer of the American Psychiatric Association. 

Dr. Wallace M. Yater, Washington, has been appointed a 
member of the Subcommittee on Cardiovascular Diseases of the 
National Research Council. 


FLORIDA 


At the regional conference of the American College of Physicians, 
representing Florida, Alabama, Georgia and South Carolina, held 
in Jacksonville, Dr. T. Z. Cason, Jacksonville, was the Florida 
Governor of the College; Dr. Glenville Giddings, Atlanta, the 
Georgia Governor; and Dr. Fred W. Wilkerson, 
the Alabama Governor. 

Dr. Themas H. Lipscomb, Jacksonville, has temporarily with- 
drawn from private practice due to active duty with the U. S. 
Navy. His colleagues, Dr. H. B. McEuen and Dr. W. McL. 
Shaw, will continue in his office during his absence. 

Dr. Harrison A. Walker, Miami Beach, has been named Medi- 
cal Officer for the Office of Civilian Defense, Fourth Corps 
Area, Atlanta, Georgia, to succeed Dr. Burt A. Dyar, who re- 
tired on June 1. Dr. Walker’s new duties confer on him the 


Montgomery, 
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GASTRON is useful also in the 
nausea and vomiting of preg- 
nancy; the impaired digestion 
of convalescence and old age; 
and as adjunctive treatment in 
the several types of anemia. 


Additional amounts of hydro- 
chloric acid may be prescribed 
if desired. 
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Kodak 


World’ 8s largest manufacture 
of radiogr aphic and 
photagraphic meterials 


| yelography 


IN CASES of suspected abnormalities of the urinary tract, 
pyelography can provide much essential information about 
the state and function of the kidneys and ureters. It aids in 
proving or disproving the presence of such conditions as 
infections, abscesses, renal tuberculosis, ptosis, hydronephro- 
sis, calculi, malignant neoplasms, congenital anomalies, and 
traumatic damage from various causes. Used in conjunction 
with clinical and laboratory examinations, this radiographic 
procedure frequently completes the chain of evidence needed 
by the urologist to arrive at a full and accurate diagnosis. 


EASTMAN KODAK COMPANY, Medical Division, Rochester, N.Y. 
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A complete line for clini 


voted to all branches of chemistry, reactor 
ology, hematology, and parasitology. Tested 
and checked in our own cli qries. 
Purity warranted. Our facilities assure prompt 
shipment of large or small orders. Inquiries 
invited. 


NEW CATALOG 
NOW 


tal, Iphab 


Reagents 

ically—also ‘to sub- 
jects and techniques, plus med- 
ical reference guide. , Catalog 
comprises full line blood test- 
ing sera including anti-Rh, 
anti-M and anti-N; also re- 
agents for Wassermann, Kline, 
and Kahn tests. Write for your 
copy. FREE ON REQU 


GRADWOHL 


LABORATORIES 
H. Gradwohl, M. D.,Director 
3514 Lucas Av. St. Louis, Mo. 
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rank of Lieutenant Colonel in the U. S. Public Health Service. 
He is residing in Atlanta, Georgia. 


DEATHS 


Dr. John L. Adams, Crestview, aged 56, died recently, 

Dr. Cliften P. Bullard, Miami, aged 56, died recentiy. 

Dr. Willis Gaylord Lewis, West Palm Beach, aged 83, died 
recently. 

Dr. Herbert A. Johnson, Palatka, aged 63, died recently of 
disease. 
Dr. J. H. Pierpont, Pensacola, aged 79, died recently. 
Dr. Meyer Wigdor, Miami Beach, aged 47, died recently. 


GEORGIA 


U. S. Army Oliver General Hospital, Augusta, was recently 
dedicated. The Commanding officer is Colonel Hew B. Mc- 
Murdo, Medical Corps, U. S. Army, Washington, D. C. The 
hospital was named in honor of the late Colonel Robert T. 
ty who was chief dental surgeon of the A. E.F. in World 
War 

Dr. James E. Paullin, Atlanta, has been appointed to the 
Ley Consultant Board to the Surgeon Ceneral of the 

. S. Navy. 


DEATHS 


Dr. Charles Oliver Rainey, Camilla, aged 60, died recently. 
Dr. William Everett Rushing, Millhaven, aged 68, died recently. 
Dr. Josiah P. Saye, Ball Ground, aged 83, died recently. 

Dr. _ Cox Wall, Eastman, aged 61, died recently of 
isease. 


KENTUCKY 
Dr. Elmer L. Henderson, Louisville, has been appointed Special 
Consultant to the Secretary of War in regard to surgical prob- 
lems vital to the medical maintenance of the U. S. Army Air 
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For An Improved and Simplified Technic in Split Skin Grafts 


This attachment for the widely used Blair- 
Brown skin knife provides the operator with a 
simplified means of cutting uniform and ac- 
curate thicknesses of split skin grafts. 

In use, the thickness of the desired skin 
graft may be set before the operation and can 
be changed at will during the operation by 
simply readjusting the knurled and calibrated 
screws. The threaded rod grips the skin and 
its extra length over the distance between 


A.S. ALOE COMPANY, 1831 Olive St., St. Louis, Mo. 


A Calibrated Thickness Determining Device 
for attachment to the Blair-Brown Skin 
Grafting Knife, by Kerwin Marcks, M.D. 


the clamps allows the knife to be worked to 
and fro. 


Illustrations “A-B” and “C-D” above show 
how the set screws regulate the distance be- 
tween the cutting edge of the knife and the 
threaded grip rod. The large illustration shows 
i attachment mounted on the knife ready 
or use. 


A-B967 — Blair - Brown Skin Grafting Knife 
complete with the Marcks Thickness Deter- 
mining Attachment $18.50 
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SERVING MANKIND UNDER MANY FLAGS 


That we are shipping Coolidge tubes into all 
parts of the world is not news, for we’ve been 
doing it ever since the development of this 
first hot-cathode x-ray tube was announced 
thirty-one years ago. 

But could we feel free to mention the quanti- 
ties of x-ray tubes being supplied to allied 
nations these days, you’d surely call it big 
news. And gratifying news, too, in light of 
the x-ray’s incomparable service to mankind 
under the stress of war. 


Only by steadily increasing our manufacturing 


facilities has it been possible to meet these ab- 


normal demands, and at the same time satisfy 
the likewise urgent needs of radiologists on 


our home front. Yet, despite stepped-up manu- 
facture, there has been no lowering of stand- 
ards in quality or workmanship. For we are 
determined that users continue to realize the 
uniformly high efficiency which always has 
characterized G-E Coolidge tubes. 


Bast Boy Wx MS: Mes Bonds 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON. BLVD. CHICAGO, ILL., U. S$. A. 


47 


= 


48 SOUTHERN MEDICAL JOURNAL 


Continued from page 46 


Forces. The appointment was made at the request of Brig. 
General David Grant, Chief Air Surgeon of the U rmy. 
Dr. Henderson will maintain his private practice and his posi- 
tion on the staff of the Kentucky Baptist Hospital and St. 
Joseph’s infirmary in Louisville, going to Washington from 
time to time for conferences in line with his duties as Special 
Consultant. 
DEATHS 

Dr. Gaines Stanley Dobbins, Jr., Cumberland, aged 32, died 
recently. 

Dr. Samuel H. Ridgway, Sr., Shepherdsville, aged 71, died 
recently. 


Dr. Charles Markwell, 
perforated gastric ulcer. 


Versailles, aged 75, died recently of 


LOUISIANA 

Dr. Wiley R. Buffington, New Orleans, has been appointed 
a member of the Council of the Southern Medical Association 
from Louisiana for a regular Council term of five years, be- 
ginning in mid-November, the appointment having been an- 
nounced recently by the President-Elect, Dr. W. T. Wootton, 
Hot Springs National Park, Arkansas. Dr. Buffington suc- 
ceeds Dr. Lucien A, LeDoux, New Orleans, whose term will 
expire at the close of the Cincinnati meeting in November and 
who, having served the constitutional limit, is not elizible for 
reappointment. 


Louisiana State Medical Society at its recent annual meeting 
installed Dr. Charles C. De Gravelles, New Iberia, President; 
and elected Dr. Valentine H. Fuchs, New Orleans, President- 
Elect; Dr. M. D. Hargrove, Shreveport, First Vice-President; 
Dr. George Hauser, New Orleans, Second Vice-President: Dr. 
Kernan Irwin, New Orleans, Third Vice-President; and Dr. 
Paul T. Talbot, New Orleans, Secretary-Treasurer, re-elected. 
The next annual session will be held in New Orleans, April 
24-27, 1944. 

Tulane University of Louisiana School of Medicine, New 
Orleans, has been bequeathed a fund of $30,000 by Miss Aimee 
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Cseagh Denis, for the establishment of a biologic chemistry 
division. 

Tulane University of Louisiana School of Medicine, New 
Orleans, recently received a grant authorized by the American 
Foundation for Tropical Medicine for budgetary needs of De- 
partment of Tropical Medicine. This grant and others to five 
North American medical schools total $26,100. Since 1941 
this Department of Tropica] Medicine has trained forty-one 
physicians from Central and South American Countries, Africa 
and Asia. 

Dr. Samuel Adams Trufant III, 
presented the Walter Reed Memorial 
State Medical Society. 

New Orleans Graduate Medical Assembly has installed Dr. 
Oscar W. Bethea, President; and elected Dr. Henry W. E. 
Walther, President-Elect: Dr. Wm. B. Clark. First Vice-Presi- 
dent; Dr. James K. Knowles, Second Vice-President; Dr. Edgar 
Hull, Third Vice-President; Drg Joseph S. D’Antoni, Secretary; 
and Dr. Wm. H. Gillentine, easurer. 

Dr. Guy A. Caldwell, New Orleans, has been appointed Chair- 
man of the Health Division of the Council of Social Agencies. 

Dr. F. L. Jaubert, New Orleans, was recently elected Presi- 
dent of the Louisiana Society for Crippled Children. 

Dr. Henry J. Lindner, Major, Medical Corps, U. S. Army, 
New Orleans, is Consultent in Urology for several military 
hospitals in England. 

Dr. W. H. Mills, Assistant Surgeon, U. S. Public Health 
Service, has been ordered from New Orleans to Galveston, 
Texas. 

Dr. E. A. Gillis, Passed Assist-nt Surgeon, U. S. Public Health 
Service, has been ordered to New Orleans from Oklahoma City. 

Dr. C. C. Kuehn, Assistent Surgeon, U. S. Public Health Service, 
has been relieved from duty at Lake Charles and sent to the 
Beauregard Parish Health Unit at DeRidder. 

Dr. R. T. Westman, Surgeon, U. S. Public Health Service, 
has been sent from New Orleans to San Francisco, California. 


Dr. Robert Clark Day, New Orleans, and Dr. Jane Maysey 
Matthews, Montgomery, Alabama, were married June 8. 


New Orleans, was recently 
Medal of the Louisiana 


Continued on page 52 


A Combination Certain To Give 


EXTRACT 


the anti-anemia factors. 


ounce retained: 


LIVER 
WITH IRON 


in 8 ounce bottles. 


A potent aqueous extract of liver with the addition of 5 grains 
of soluble iron per fluid ounce. 
factured by Valentine, retains the natural Bz complex as well as 
Before the addition of the iron, each fluid 


5 mg. of riboflavin 
5 mg. of pantothenic acid 


Why not prescribe 2 teaspoons 3 t.i.d. of Liquid Extract of Liver 
with Iron Valentine for your next suitable case? 


VALENTINE COMPANY, INC., Richmond, Va. 


Results: 


This whole liver extract, as manu- 


25 mg. of niacin 
0.2 - 0.5 mg. of pyridoxin 


It is dispensed 
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DEHYDRA 


VioBin Corporatio” 


MONTICELLO, LINO!S 


food 
shortages may render the 

dietary of a large segment of our 
population deficient in proteins and B-vita- 
mins. VioBin presents a unique means of 
bringing such deficient diets to optimum 
nutritional levels. 

It is the richest of all protein foods, con 
taining 40% of protein which, though of 
plant origin, is equal in biologic value to 
the proteins from animal sources, able to 
maintain optimum growth rate in experi- 
mental animals,! and to complement 
biologically inferior proteins as efficiently as 
those of animal origin.? 

VioBin is an excellent natural source of 
the vitamins of the B-complex. One ounce 
provides the total minimum daily require- 
ment of thiamine, and a goodly portion of 
that of the other B-complex components. It 
is also a rich source of iron and phosphorus. 


VioBin 


Natura source OF 
= YITAMIN 8 COMPLEX 


then the Wheat Germ from 
which is derived. 


NET CONTENTS 15 


Because of its high stores of 
these essential nutrients, its low 
fat content (0.85%), its high quo- 
tient of digestibility, and because it is 
thoroughly bland (chemically as well as 
mechanically), VioBin deserves considera- 
tion in the specialized diets called for by 
many pathologic conditions, and when 
nutritional deficiencies must be corrected 
or prevented; it may also advantageously 
supplement the diet in skin disorders in 
which dietary deficiencies are suspected, 

VioBin, defatted, partially dehydrated 
wheat embryo, yields only 3.5 calories 
per gram; it is dependably stable, and re- 
quires no refrigeration. *** The VioBin 
Corporation, Monticello, Illinois. 


1Chick, H.: Biologic Value of the Proteins Contained in Wheat 

Flours, Lancet 1:405 (Apri! 4) 1942. 

2J.A.M.A., Editorial, Sept. 12, 1942. 

3Gross, P., and Kesten, B.: Treatment of Psoriasis with Lipo 

pg — from Foodstuffs, Arch. Dermat. & Syph. 47:159 
eb. 


WiolBin 


Analysis % 


IN ASH 


Vitamins PER GRAM 


otal solids... 93.07% Calcium as 0.067 % 8 gamma 
Carbohydrates other 1.100 % 15 gamma 

than crude fiber... .......... 46.15% Manganese as Mn............ 0.009 % Pantothenic acid............. 35 gamma 

(by difference) (N. Free 


VioBin is fully prepared, ready to use. Added to the average diet, in the numerous ways to which it lends itself, two tablespoonfuls daily 
can well bring the intake of essential nutrients to optimum levels. 
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Completeness Complex “Therapy 
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UNKNOWN FACTOR 


iii investigators have stressed the importance of using the 
Whole Natural Vitamin B Complex because— 
— Evidence shows that Vitamin B deficiencies are almost always multiple in 
Nature, and seldom is there a deficiency of only a single factor. 
— Better therapeutic results are obtained when all the B factors are supplied 
by Whole Natural Vitamin B Complex. 
Since it is not possible to synthesize all the components of the B Complex, 
completeness in B Complex therapy can be obtained only from Natural 
Sources. 


E O * WHOLE NATURAL 
VITAMIN B COMPLEX 
—provides the medical profession with a means of prescribing all the fac- 


tors of the B Complex in easy-to-take capsule form. 
BEZON—concentrated to high potency from natural sources—no syn- 
thetic vitamin factors are added. Only in the Whole Natural Vitamin B 
Complex can all 16 vitamin B factors be obtained. 
BEZON is made only in the distinctive two-color gelatin capsule. 

mples and literature on request. 


*Trade Mark 


NUTRITION RESEARCH LABORATORIES ¢ CHICAGO 
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Sulfanilamide and its derivatives are render- 


ing vital wartime service on all fronts. On 


, a fields of battle all over the world, as well as 


on the home front, these compounds provide 
the physician with remarkably potent weap- 
ons with which to combat wound infection 


and a wide variety of infectious diseases. 


Literature on Request 
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MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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MARYLAND 


Dr. Walter E. Dandy, Professor of Neurologic Surgery, Johns 
Hopkins Hospital, Baltimore, member of the d of Honorary 
Consultants to the Surgeon General of the U. S. Navy, has 
been on the West Coast observing battle casualties in the 
navy hospitals and appraising treatment methods. He was ac- 
companied by Dr. Winchel] McK. Craig, Captain, Medical 
Corps, USNR, Chief of the Surgical Service, Naval Hospital, 
Bethesda. 

Dr. Roscoe Roy Spencer, Medical Director, U. S. Public 
Health Service, and Assistant Chief, National Cancer Institute, 
Bethesda, nas been appointed Chief of the Institute. 

Dr. Arthur M. Shipley, Baltimore, was elected Vice-Presi- 
dent of the American Surgical Association at a special executive 
session held recently. 


DEATHS 


Dr. Howard Johnston Bostetter, Mount Savage, aged 61, died 
recently of coronary heart disease, arterisclerosis and chronic 
nephritis. 

Dr. Robley Hackett, Churchville, aged 73, died recently of 
cerebral hemorrhage. 


MISSISSIP PE 


Dr. J. P. Culpepper, Jr., Hattiesburg. has been appointed a 
member of the Council of the Southern Medical Association 
from Mississippi for a regular Council term of five years be- 
ginning in mid-November, the appointment having been an- 
nounced recently by the President-Elect, Dr. W. T. Wootton, 
Hot Springs National Park, Arkansas, Dr. Culpepper succeeds 
Dr. Wm. H. Anderson, Booneville, whose term will expire at 
the close uf the Cincinnati meeting in November and who, having 
served the constitutional limit, is not eligible for reappointment. 

South Mississippi Medical Society has elected Dr. P. E. Smith, 
Hattiesburg, President; Dr. H. Boone, Laurel, First Vice- 
President; Dr. N. O. Tyrone, Prentiss, Second Vice-President; 
Dr. J. P. Culpepper, Jr., Hattiesburg, Secretary-Treasurer; and 
Dr. H. L. McKinnon, Hattiesburg, Local Advisor. 

The following physicians attended the postgraduate course in 
traumatic and emergency surgery offered recently by Tulane 
University School of Medicine, New Orleans, Louisiana: Dr. W. 
H. Anderson, Booneville; Dr. Lamar Arrington, Meridian; Dr. 
Sam Terrell McIlwain, Waynesboro; Dr. M. A. Mros, Columbia; 
and Dr. E. A. Trudeau, Biloxi. 


DeaTHS 


Dr. Ernest Lee Collins, Tyro, aged 68, died recently of a 
heart attack. 
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Dr. F. E. Rehfeldt, Jackson, aged 63, died recently. 
Dr. Samuel Orr Price, Taylor, aged 59, died recently of 
hecrt disease. 


MISSOURI 


Annual Fall Clinical Conference of the Kansas City South- 
L med Clinical Society will meet October 4, 5 and 6 at Kansas 
ity. 

Kansas City Eye, Ear, Nose and Throat Society has elected 
Dr. Edgar W. Johnson, Kansas City, President; Dr. Luther J. 
Ferguson, St. Joseph, and Dr, John A. Billingsley, Kansas City, 
Kansas, Vice-Presidents; Dr. W. Byron Black, Kansas City, 
Treasurer; and Dr. W. E. Keith, Kansas City, Secretary. 

Dr. Evarts A. Graham, St. Louis, has been selected to re- 
ceive the Lister Award for distinguished contributions to sur- 
gical science, Dr. Graham being the seventh person, and the 
second American to be named for the award. The award is 
made every three years by the Lister Memorial Committee 
under the auspices of the Royal College of Surgeons of Eng- 
land, of which Dr. Graham has been elected an honorary fellow. 

The surgery building of State Hospital No. 2 at St. Joseph 
has been named Panettiere Hospital in honor of Dr. A. H. 
Panettiere, who was killed while in military service. 

Dr. Meyer Wiener, Professor of Clinical Ophthalmology, Wash- 
ington University School of Medicine, St. Louis, has been on 
the West Coast observing battle casualties in the navy hospitals 
and appraising treatment meth 

Dr. A. I. Spector, St. Louis, was recently elected to the 
Board of Directors of the National Tuberculosis Association and 
a member of the Executive Committee. 

Dr. E. A. Belden, Kansas City, was elected President of the 
Missouri Public Health Association at its recent annual meeting. 

Dr. A. S. Bristow, Princeton, has been appointed a member 
of the newly-formed Group 1 of Selective Service Appeal 
Board No. 1. 


DeaTHS 


Dr. Charles H. Brown, Fair Play, aged 68, died recently. 

Dr. Frederick C. Brooks, St. Louis, aged 74, died recently. 

Dr. William Rhodes Ferrell, Belle, aged 75, died recently of 
heart disease. 

Dr. Walter P. Grimes, Kansas City, aged 70, died recently 
of acute coronary occlusion. 

Dr. August A. F. Gossow, St. Charles, aged 75, died recently. 

Dr. Francis W. Mann, Wellington, aged 79, died recently cf 
coronary occlusion. 

Dr. Thomas Carter Richards, 
of cerebral hemorrhage. 


Fayette, aged 78, died recently 
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THE ORIGINAL DEHYDROCHOLIC ACID 


The introduction of Decholin — dehydrocholic acid — 
initiated a new era in bile salt therapy. Prior to 1928, therapy 
was restricted to desiccated bile products, mixtures of 
variable composition and uncertain therapeutic action. 


Decholin prompted an imposing chain of research studies 
which have clarified considerably the physiology and 
pathology of the gallbladder, bile ducts, and the liver, and 
have added a new efficacy to therapy. Of the 408 original 
research investigations on the clinical value of dehydrocholic 
acid, all are based on Decholin, the pioneer chemically pure 
dehydrocholic acid. 


Decholin is the most potent hydrocholeretic available. It 
increases the elaboration of bile by the liver cells as much 
as 200 per cent, affording a valuable means of flushing the 
biliary passages and thus tending to discourage ascent of 
infection. The toxicity of Decholin is lower than that of any 
other known bile acid, so low that its sodium salt, Decholin 
sodium, is given intravenously. 


Because of its well-defined pharmacodynamic action and 
its extremely low toxicity, Decholin is of established value 
in chronic cholecystitis, noncalculous cholangitis, and biliary 
stasis. Its only contraindication is complete obstruction of 
the hepatic or common bile duct. 


ACCEPTED 


ERICA 
A 


Council 
Accepted 


Decholin is available in boxes of 25, 100, and 500 sanitaped tablets. 
Decholin sodium is supplied in 20 per cent solution, in boxes 
of three and twenty 3 cc., 5 cc., and 10 cc. size ampules. 


Riedel - de Haen, Inc. 


CHRONIC CHOLECYSTITIS, CHOLANGIT 
BILIARY TRACT SURGERY 
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Dr. Alvin Hiram Sippy, Clayton, aged 79, died recently of 
arteriosclerosis. 

Dr. John Soterios Soteropoulo, Kansas City, aged 60, died 
recently of acute coronary occlusion. 


NORTH CAROLINA 


The Medical School and the Woman’s College of Duke Uni- 
versity, Durham, will open a School of Physical Therapy, Sep- 
tember 27, with Dr. Lenox D. Baker, head of the Duke Ortho- 
paedic Service as Medical Director, and Miss Helen Kaiser, Past 
President of the American Physiotherapy Association, recently of 
Cleveland, Ohio, Technical Director. The schoo] will be con- 
ducted at Duke Hospital. 

Dr. Charles Dick Rollins, Henderson, and Miss Martha E. 
Laney, Camden, Arkansas, were married recently. 

Dr. William James McKinnon, Maxton, and Miss Corinne 
Louise Stimax, Westminster, Maryland, were married recently. 


DeaTHS 


Dr. Julius Napoleon Hill, Murphy, aged 57, died recently of 
chronic myocarditis and arterial hypertension. 

Dr. Thomas Alexander Norment, Lumberton, aged 72, died 
recently of arteriosclerosis. 

Dr. Robert Rives Jones, Winston-Salem, aged 45, died re- 
cently of cerebral hemorrhage. 


OKLAHOMA 

Dr. Carroll M. Pounders, Oklahoma City, has been ap- 
pointed a member of the Council of the Southern Medical Asso- 
ciation from Oklahoma for a regular Council term of five 
years beginning in mid-November, the a-pointment having been 
announced recently by the President-Elect, Dr. W. T. Wootton, 
Hot Springs National Park, Arkansas. Dr. Pounders succeeds 
Dr. Geo. K. Osborn, Tulsa, whose term will expire at the close 
of the Cincinnati meeting in November and who, having served 
the constitutional limit, is not eligible for reappointment. 


SOUTH CAROLINA 


The personnel of the Medical Unit formed at the Columbia 
Hospital, Columbia, is composed of the following physicians 
who have received reserve commissions and remain in a reserve 
status unless called to active duty, at which time their com- 
missions are to become active: Dr. Roger Doughty in command 
with Dr. Eugene Zemp second in command; Dr. Ben Miller, 
Dr. Watson Talbert and Dr. James Watson, Medical Service; 
Dr. J. E. Boone, Dr. I. Jenkins Mikel, Dr. Leland Brannon 
and Dr. Benj. Rubinowitz, Surgical Service; Dr. J. E. Holler 
and Dr. C. H. Epting, Orthopedic Service; Dr. T. C. Sparks, 
Dental Surgeon; Dr. Malcolm Mosteller, X-Ray; and Dr. H. H. 
Plowden, Pathologist. 

Dr. A. Earle Boozer, Columbia, due to illness, has resigned as 
Secretary to the State Board of Medical Examiners and as a 
member of that body. 

Dr. R. S. Cathcart, Charleston, who for many vesrs kas 
been head of the Department of Surgery, Medical College of 
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the State of South Carolina, has been made Professor meritus; 
and Dr. J. M. van de Erve, Sr., has been made professor 
Emeritus of Physiology, effective at the end of this college 
year. 

Dr. William R. Barron, Columbia, at a recent meeting of the 
Columbia Medical Society was presented by a number of 
colleagues a silver service as a token of their appreciation. 

Dr. Margaret L. Sampson, formerly of Washington, D. C., 
having finished her internship at Garfield Memorial Hospital, 
is now Resident Physician at the South Carolina Baptist Hos- 


pital, Columbia. 
Dr. Custis Haynsworth, Greenville, is Resident at Roper Hos- 
pital, Charleston. 


Dr. W. S. Judy, Greenville, has been elected Chairman of 
the District No. 2, Draft Board Advisory Committee. 

Dr. T. M. Northrop, Greenville, and Miss Frederica Scott 
were married June 24. 


DEATHS 


Dr. Francis Drake Kendall, Sr., Columbia, aged 86, died re- 
cently of cardiovascular disease and asthma. 


TENNESSEE 


Middle Tennessee Medical Association at its 97th semi-annual 
meeting held recently in Dickson elected Dr. C. D. Walton, Mt. 
Pleasant, President; Dr. David Strayhorn, Nashville, Vice- 
President; and Dr. Beverly Douglas, Nashville, Secretary. 

Upper Cumberland Medical Society at its 49th annual meet- 
ing held recently elected Dr. Fred Terry, Cookeville, President: 
Dr. C. B. Roberts, Sparta, First Vice-President; Dr. J. T. 
Smith, Gamaliel, Kentucky, Second Vice-President; Dr. J. P. 
Sloan, Jamestown, Third Vice-President; and Dr. L. M. Free- 
man, Granville, Secretary-Treasurer. 

Dr. John S. Freeman, Springfield, is Fresident of the Ten- 
nessee Tuberculosis Association, succeeding the |. te Dr. Horton 
Casparis. Nashville. 

Dr. Asher R. McMahan, Memphis, has been appointed Medical 
Director, Columbian Mutual Life Insurance Company, succeeding 
Dr. James L. Andrews, Memphis, who was Vice-President and 
Medical Director at the time of his death. 

Dr. Minyard D. Ingram, Dresden, Health Officer of Weakley 
County for fourteen years, has resigned to accept a similar posi- 
tion in Gibson County. 

Dr. Joel J. Hobson, Memphis, is new Editor of Memphis Medical 
Tournal, succeeding Dr. Arthur F. Cooper, who having served in 
this * position since 1934, resigned to become full-time Medical 
Director, Outpatient Department, John Gaston Hospital, Memphis. 

Dr. R. A. Hennessey has returned from the Lovell General 
Hospital, Fort Devens, Massachusetts, and resumed practice 
at 1604 Exchange Building, Memphis. 

Dr. Spencer Allen Truex, Jr., Jackson, and Dr. Barbara Mae 
Binkley, Nashville, were married recently. 3 

Dr. Cloyce Flowers Bradley, Powell, and Miss Mary Mc- 
Pheeters Jarnagin, Jefferson City, were married recently. 

Dr. Charles Frederick Downing, Nashville, and Miss Juliette 
McNeil, Knoxville, were married recently. 
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Determining Blood Loss During Transurethral Resection 


A Special LaMotte Outfit has been developed according to 
the method suggested by Dr. Kyril B Conger (Department 
of Surgery, University of Michigan, Ann Arbor, Michigan). 


The special comparator illustrated contains twelve color standards calibrated according 
to the colorimetric scale, rep ing known of blood in the diluted fluid. 
Marked comparator tubes are provided for the unknown fluid. 

In making the test a measured portion of the unknown fluid is placed in the comparator 
tube and a reading made directly against the color standards in the comparator. This 
determines the amount of blood loss in the measured sample, and by simple multiplica- 
o~ a the total amount of the fluid collected) the total bleod loss is 
etermined. 


The unit comes complete with full instructions, ready to use, price $10.00 f.o.b. our laboratories here. 


LaMOTTE CHEMICAL PRODUCTS CO., Dept. S, Towson, BALTIMORE 4, MD. 
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Stearns Ferrous Gluconate 


New available as a palatable 
5% elixir in 6-0z. bottles as 
well as in 5-grain tablets in 
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Frederick Stearns & Company 
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DEATHS 


Dr. W. M. Barnes. Henderson, aged 60, died recen 

Dr. William T. Henry, Springfield, aged 85, 
of coronary heart disease. 

Dr. Charles C. Vinsant, Maryville, aged 66, died recently of 
hypernephroma of the kidney. 


TEXAS 


State Medical Association of Texas, at the annual meeting 
of the House of Delegates held recently, installed Dr. Charles 
5. Venable. San Antonio, President; and elected Dr. Herschel 
F. Connally, Waco, President-Elect: Dr. Bertus C. Ball, Fort 
Worth, Dr. Thomas G. Glass, Marlin, and Dr, Solon D. Cole- 
man, Navasota, Vice-Presidents; Dr. Holman Taylor, Fort 
Worth, Secretary, re-elected; and Dr. Khleber H. Beall, Fort 
Worth, Treasurer. 

Southwestern Medical Foundation at a dinner held in the 
Baker Hotel June 3 observed the establishment of the Greater 
Medical Center in Dallas. The project represents a development 
financed by the Foundation. Dr. E. H. Cary, Dallas, President, 
announced that the Foundation has already raised $500,000 of the 
$1,000,000 being sought for a medical school to be a part of its 
projected $25,000,000 medical center. The first million dollars 
will be used for the medical and denta] school building and iis 
equipment. Dr. Donald Slaughter, formerly Assistant Dean, Uni- 
versity of Vermont Medical Department, has been named Actirg 
Dean of the Medical and Dental School in Dallas. The full-time 
faculty of the new medical school will be named soon. 

San Antonio Public Library is cooperating with the Celsus 
Society, which was recently organized by a group of San An- 
tonio physicians for the study of the history of medicine. It is 
an informal organization with only one officer, Dr. Lloyd Ef. 
Ross, President-Secretary. 

Baylor University College of Medicine has been transferred 
from Dallas to Houston under the direction of Dr. Walter H. 
Moursund, Sr., Dean. 

A special Conference on Hay Fever and <Ai'ergy was organized 
at the University of Texas Medical Branch, Galveston, June 13, 
to coordinate the work of Texas physicians who are interested 
in the problems of hay fever and allergy in the Southwest, the 
Conference to be under the leadershiy of Dr. Wm. L. Marr, 
Director of the Allergy Clinic of the Medical School, Galveston, 
and Dr. Ralph Bowen, Houston. 

An International Institute for Tuberculosis Workers was held 
recently in El Paso, under the sponsorshin of the National 
Tuberculosis Association in cooperation with the College of 
= this institute being the first international one ever 
eld. 

Texas Chapter, American College of Chest Physicians, at its 
annua] meeting held recently at the State Tuberculosis Sanitarium, 
Sanatorium, Texas, elected Dr. Alvis E. Greer, Houston, Presi- 
dent; Dr. S. E. Thompson, Kerrville, First Vice-President; Dr. 
Robert G. McCorkle. San Antonio, Second Vice-President; and 
Dr. Charles J. Koerth, San Antonio, Secretary-Treasurer. 

Orange County Medical Society has elected Dr. T. O. Woolley, 
Brenham, President; Dr. C. E. Phillips, Orange, Vice-Presi- 
dent; and Dr. F. W. Lawson, Orange, Secretary. 
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Eleventh District Medical Society has elected Dr. C. E. 
Willingham, Tyler, President; and Dr. F. E. Felder, Palestine, 
Secretary. 
Deatus 


Dr. P. C. Anders, Plainview, aged 60, died recently of ccronary 
thrombosis. 

Dr. Otis J. Bryan, Pecos, aged 63, died recentiy. 

Dr. Walter D. Campbell, Houston (Captain, Medica! Corps, 
U. S. Army Air Force), was killed April 11 in an airnlane crasb 
near Hubbard 

Dr. John H. Guthrie, Kress, aged 47, died recently of cardio- 
renal vascular disease. 

Dr. Alonzo Chalmers Leslie, Snyder, aged 82, died recently 
of heart disease. 

Dr. Felix Peebles, Jefferson, aged 64, died recently. 

Dr. Robert Allen Prichard, Boerne, aged 78, died recently. 

Dr. Andrew Jackson Turner, Beeville, died recently of 
coronary tarombosis. 


VIRGINIA 


Norfolk County Medical Society has installed Dr. N. F. 
Rodman, President; and elected Dr. F. C. Rinker, Presideat- 
Elect; Dr. James V. Bickford, Vice-President; and Dr. Lock- 
ourn B. Scott, Secretary-Treasurer, re-elected for the twenty- 
iifth consecutive year. 

Virginia’ Peninsula Academy of Medicine has elected Dr. 
Waverly R. Payne, Newport News, President; Dr. Harvey G. 
Bland, Newport News, Vice-President; and Dr. Robert H. Wright, 
Jr., Phoebus, Secretary-Treasurer. 

Dr. Lynn DeF. Abbott, Assistant Professor of Biochemistry, 
Medical College of Virginia, Richmond, has joined the armed 
service and is replaced by Dr. Miriam Clarke Madison. 

Dr. Leroy Smith has been appointed Associate in Surgery 
and Oral Surgery, Medical College of Virginia, Richmond, and 
Dr. John Reed, a graduate in the class of 1928, has also been 
appointed Associate in Surgery. 

Dr. Joshua Warren White, Norfolk, has been named President 


of the Hampton-Sydney alumni fund for the coming year, 
succeeding Dr. H. Wallace Blanton, Richmond. 
Dr. Robert S. Montgomery, South Hill, has been elected 


President of the Chamber of Commerce. 

Dr. Catherine W. R. Smith has been appointed Health 
Officer, Smyth-Washington-Bristol Health District with head- 
quarters at Abingdon. 

Dr. Frederick Thackeston, St. Charles. is now engaged in 
private practice as well as industrial practice with the Bristol Air- 
craft Corporation at Bristol. 

Dr. Alexander Erskine Sproul, Lieutenant, Medical Corps, U. S. 


Army, and Miss Ruth Eileen Peters, both of Staunton, were 
married recently. Dr. Sproul is now stationed ‘at Pocatello, 
Idaho. 

Dr. Luther Bradford Waters, Jr., Lynchburg, and Miss Mar- 
garet Mae Hughes, Colerain, North Carolina, were married 
recently...” 
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Quick, dependable results! 


with the easily soluble 


DUBIN AMINOPHYLLIN 


THEOPHYLLINE -ETHYLEMEOTAMINE 


are prescribing this product, A 


MYOCARDIAL STIMULANT AND POWERFUL DIURETIC: 
EFFECTIVE IN BRONCHIAL ASTHMA, PAROXYSMAL 
DYSPNEA AND CHEYNE-STOKES RESPIRATION. 
Numerous reports in the literature comment on Prompt Relief, Favorable Action, and 
Dramatic Improvement in these conditions. 


H. E. DUBIN LABORATORIES, 250 East 43rd Street, 
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AT A PENNY OR TWO 
A DAY 


Mothers frequently say: “The B complex vitamins prescribed for the baby and the children cost so 
much.” For the physician and the mother Vita-Food Red Label Dried Brewers’ Yeast is one economical 
and dependable answer. It is genuine brewery-grown and not reinforced in any factors. 


THE WHOLE B COMPLEX AT A LOW PRICE CEILING 


In prescribing Vita-Food Red Label Dried Brewers’ Yeast, retailed at from 95c to $1.00 a pound, phy- 
sicians can fix a low vitamin B complex ceiling price and be sure of the complete vitamin B complex job. It 
potently and abundantly supplies the whole of the independent vitamin B child growth and the lactation- 
promoting factors. One teaspoonful, 5 grams, supplies 20 milligrams of iron, about twice the child’s daily 
minimum requirement. 


IN CHILD FEEDING 


Dr. Barnett Sure of the University of Arkansas, a dependable vitamin guide, in his interesting book, 
“The Little Things in Life,” reviews vitamin B in child feeding. 

Bloxsom of Texzs used dried brewers’ yeast with four premature and thirty other infants, new-born 
and up to two years of age admitted to the hospital. The rates of gain and development were compared with 
fifty other infants not given dried brewers’ yeast. Bloxsom reports: 

“A series of four premature infants were fed vitamin B daily in the form of brewers’ yeast, 
and their average daily rate of gain was over 79 per cent greater than that of other pre- 
mature infants admitted to the hospital. A series of thirty infants were fed vitamin B daily 
in the form of brewers’ yeast, and their average daily gain was over 100 per cent greater 
than that of other infants admitted to the hospital.” 


Bloxsom mixed one part of the dried brewers’ yeast with two parts of water, using 1 c. c. twice daily with 
infants weighing up to four pounds; 2 c. c. from four to eight pounds; 4 c. c. from eight to twelve pounds, 
and 8 c. c. to those weighing from twelve to twenty-five pounds. 


Hoobler used one-half teaspoonful of dried brewers’ yeast daily in the formula of a bottle-fed baby, 


“* * * with the result that the spasticity and opisthotonos disappeared, the child began to take 
more of its formula, and after two weeks had changed from a thin, pale, spastic, restless, 
whining infant, refusing part of its formula, to a happy, rosy-cheeked, smiling baby, whose 
appetite seemed never to be completely satisfied and whose gain in weight was remarkable.” 


F PP as results are reported by Hess, Macey, Moore, Pritchard and other distinguished leaders in child 
eeding. 


EASILY BORNE 


Dried brewers’ yeast seems easily borne even by premature infants. When all of the vitamin sources are 
searched it is outstanding as the dependable source of the whole vitamin B including, to repeat, the im- 
portant B vitamin child growth factor. 


Samples sent to physicians and hospitals. 


VITAMIN FOOD COMPANY, INC. 


VITAMIN RESEARCH LABORATORIES, INC. 
187 Sylvan Avenue Newark, New Jersey 
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923 Cherokee Road, 
THE STOKES SANITARIUM 923,Cherokee Road, 

Our ALCOHOLIC treatment destroys the craving, re- 
stores the appetite and sleep, and rebuilds the physical and 
nervous condition of the patient. Liquors withdrawn gradu- 
ally; no limit on the amount necessary to prevent or relieve 
delirium. 

MENTAL patients have every comfort that their home 
affords. 

The DRUG treatment is one of gradual Reduction. Ie 
relieves the « ipati e app and sleep; 
withdrawal pains are absent. No Hyoscine or rapid with- 
drawal methods used unless patient desires same. 

NERVOUS patients are accepted by us for observation 
and diagnosis as well as treatment. 

E. W. STOKES, Medical Di \ blished 1904. 

Telephone—Highland 2101 


Classified Advertisements 


EDITING—Preparation of papers and reports, indexing, abstract- 
ing. bibliographies and similar services to physicians. Address in- 
quiries to Elizabeth M. McFetridge, M.A., 4810 St. Charles Ave- 
nue. New Orleans, Louisiana. 


BOOKBIN DING—Southern Medical Journal bound in attractive, 
substantial Buckram Library Binding, backs gold tooled $2.50 per 
volume. Write us for prices on other books you want bound: 
magazines, journals, Bibles or anything you want to put in book 
form. Reference, Southern Medical Association. Alabama Trade 
Bindery, General Bookbinders, 1627% First Avenue, North, Bir- 
mingham, Alabama. 


WANTED—Resident physician; tuberculosis specialist; 100-bed 
sanatorium; thriving Southern city; liberal salary with attractive 
home. Send full information and photo on application. Ad- 
dress L.T.S., Southern Medical Journal. 


FOR SALE—Used Snook (100 Ma.) transformer and control; 
combination radiographic and fluoroscopic table without Bucky 
diaphragm; Coolidge transformer and control; timer and foot- 
switch; milliammeter; overhead switch and wiring. Also ver- 
tical cassette stand and stereoscope, operating condition. Price, 
$1,250.00 f.o.b. Miami. Write D.L.P., care Southern Medical 
Journal. 


FOR SALE—Quality Cavies (Guinea pigs). Your drugs and 
equipment must be. Ordinary pigs originate anywhere. My 
English pigs are best obtainable. Fed Purina feed and vegetables. 
Equi; t ¢ ted, screened and ventilated, Sixth year per- 
sonal care. Increased capacity will allow a few additional patrons 
who demand the best. Houston Caviary, W. N. Fleming (owner), 
6615 Sherman Avenue, Houston, Tex. 
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DEATHS 


Dr. Robert Thomas Hawks, Carson, aged 60, died June 8. 

Dr. Josiah Leake, Portsmouth, aged 62, died recently of cerebral 
hemorrhage. 

Dr. Archie Clay Monroe, Richmond, aged 60, died recently. 

Dr. John O’Brien, Jr., Hampton, aged 66, died recently of 
coronary arteriosclerosis. 

Dr. Robert Sheild Perkins, Norfolk, aged 95, died in June. 

Dr. William Townes Wimbish, Petersburg, aged 68, died June 4. 

Dr. Edgar Williams Young, Petersburg, aged 55, died recently. 


WEST VIRGINIA 

Dr. Walter E. Vest, Huntington, Chairman of the West 
Virginia Public Health Council which functions both as the 
State Board of Medical Examiners and the State Board of 
Public Health has been reappointed a member of the Council, 
the Governor announcing the appointment early in July. 

The following physicians were made honorary life members at 
the recent meeting of the West Virginia State Medical Associa- 
tion: Dr. Wessie P. King and Dr. George Snyder, Weston; Dr. 
Albert L. Amick, Charleston; Dr. H. Hansford, Pratt; Dr. Wil- 
liam A. McMillan, Charleston; Dr. William C. Camp, Spencer; 
Dr. Riley McCollum, St. Marys; Dr. Edwin W. Crooks, Dr. 
Roy Benson Miller, Dr. Lonzo O. Rose and Dr. Elbert L. 
Wright, all of Parkersburg; Dr. Jesse S. Maloy, Shinnston; and 
Dr. Martin F. Wright, Burlington. 

Dr. Charles S. McKinley, Scotch Plains, New Jersey, has been 
appointed Director of the Bureau of Industrial Hygiene, State 
Department of Health, succeeding Dr. John W. Crosson, the ap- 


. pointment being made on the recommendation of the U. S. 


Public Health Service. 

Dr. Robert J. Wilkinson, Huntington, President of the West 
Virginia State Medical Association, has appointed a special com- 
mittee to submit a report to the Council on the revision of the 
Constitution and By-Laws which is composed of Dr. James Howard 
Anderson, Hemphill, Chairman; Dr. Frank C. Hodges, Hunting- 
ton; and Dr. James L. Wade, Parkersburg. 

Dr. L. P. Stanley, Pine Grove, has moved to Charleston. 

Dr. Tracy N. Spencer, Jr., Oak Hill, has moved to South 
Charleston. 

Dr. S. G. Moore, Elkins, is now at Harper’s Ferry. 

Dr. Ernest L. Yost, Fairmont, has accepted full-time employ- 
ment with the Civil Service Commission, 12th Region, and is 
located at Sacramento, California. 

Dr. J. T. Belgrade, who has been located at McKeesport, 
Pennsylvania, has returned to Wheeling. 

DEATHS 

Dr. David Paul Fry, Hedgesville, aged 75, died recently ot 
Pneumonia. 

Dr. James Orville Hill, Huntington, aged 61, died recently 
of hypertensive heart disease. 


Chicago Eye, Ear, Nose & Throat College 
Established 1897 
231 W. Washington St., Chicago, IIl. 
Practical postgraduate course in Ophthalmolo- 
gy and Otolaryngology. 
Doctors admitted at any time for review and 
clinical observation. 


OSCAR B. NUGENT, M.D., Director 


HELPS FILL 


VITAMIN AND 
MINERAL GAPS 
IN THE 
WARTIME DIET 


5. 


VI-SYNERAL 


(FUNK-DUBIN) 
For a2 SAFETY-MARGIN of VITAMINS fortified with MINERALS 


VITAMIN CORPORATION, NEW YORK, N. Y. 
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JIMMY DIDN’T NEED A PSYCHIATRIST 


Jimmy’s mother feared he might become a “‘problem child’’ because 
he was apt to be dull, cranky and moody. But it didn’t take the 
physician long to discover that the source of the trouble was strictly 
physiological—constipation in fact. 

Relieving the costiveness which so frequently occurs in children 
may at times present a vexing problem which, however, the use of 
Loraga will solve in many cases. A fine mineral oil emulsion, Loraga 
softens and lubricates the intestinal contents, facilitating elimina- 
tion without strain. It contains no laxative ingredients, and its 
palatability, free from oiliness, renders it acceptable to all tastes. 


Send your request to the Department of Professional Service for 
a trial supply of Loraga. 

LORAGA is available in convenient 16 ounce bottles. 
WILLIAM R. WARNER & CO., Inc., 113 West 18th Street, New York City 
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beef bone 
specially prepared tor 
Powdered yeast, and reduced 
Vitamin B complex, inctuding 
Rally important minerals (iron. 
Phosphorus). As a result of 
con Paberia is éasily 
isnt to prepare; and economics! 


MEAD JOHNSON & CO. 
, 


1D. 


Good, “Joo” 


Crttoren like the flavor of this new com- 
panion-cereal to Pablum. Mothers find that 


Pabena has all the convenience and economy 
of Pablum. Both cereals can be quickly pre- 
pared in the required amount simply by add-~ 
ing milk or milk formula. Pabena, like Pablum, 
is thoroughly cooked and is enriched with cal- 
cium, phosphorus, iron, and the vitamin B 
complex. Samples and literature sent 
on request of physicians, 


Pabena is supplied in 8 oz. cartons, Pablum continues 
to be supplied in 8 oz. cartons and 1 Ib.-2 oz. cartons, 


MEAD JOHNSON & COMPANY 
Evansville, Indiana, U.S.A, 


4 
(2 
StS OF oatmeal. malt syrup, powdered 
— 
: 
A 


Shortages... 


It is well to bear in mind that dried brewers yeast, weight 
for weight, is the richest food source of the Vitamin B Complex. 
For example, as little as 1 level teaspoonful (2.5 Gm.) Mead's 
Brewers Yeast Powder supplies: 


45% of the average adult daily thiamine allowance 
" "riboflavin allowance 


— in addition to the other factors that occur naturally in yeast 
such as pyridoxine, pantothenic acid, etc. Following are sug- 
gestions for palatably mixing 1 level 
teaspoonful Mead's Brewers Yeast 
Powder: 


(1) Shake in cocktail shaker with 4 ounces of 
milk (with or without 1 level teaspoonful sugar 
and cocoa). 


(2) Stir with fork into % ounce of ketchup or 
chili sauce. Optional, add a few drops of lemon 
juice. 

(3) Stir with fork into 3 ounces of soup (pre- 
ferably thick soups such as bean, pea, oxtail, 


beef, etc.). 
Mead's Brewers Yeast is supplied in 


(4) Spread on bread with 2 to 3 times the Bot les, per dew 


amount of peanut butter. per adult, a bottle should last over a 
month. Also supplied in 6-grain tablets. 


: 250 and 1000 tablets per bottle. All 
(5) Add 1 level tablespoonful (and a little extra 


salt) to 2 cups of meat stock gravy. ie the medical profession. 


Why uot try this recipe at home? Tt makes good gravy taste meatior. 


MEAD JOHNSON & COMPANY, Evansville, Ind., U.S.A. 


Adrenalin marches O” 


“The therapeutic applications of adrenalin are already numerous and new 
uses for it are constantly being found out by different experimenters. Generally 
speaking, adrenalin, when locally applied, is the most powerful astringent and 
hemostatic known . . . and it is the strongest stimulant of the heart . . . it will 


unquestionably attain to a prominent place in the materia medica.” 


The active principle of the medullary portion of the suprarenal gl 


A Parke-Davis publication issued in 1902. 


Today—four decades after isolation and crystallization of ADRENALIN* 
(epinephrine hydrochloride)—a great volume of literature attests to the high 
place it has attained in materia medica. Physicians know its amazing record 
as a circulatory stimulant, vasoconstrictor and hemostatic. ADRENALIN is the 
20th Century’s first great medical discovery. No trade-marked product has 


found wider acceptance; none enjoys a wider field of usefulness. 
*TRADE-MARK REG. U. S. PAT. OFF, 


Adrenalin 


was isolated in crystalline form 


and its chemical structure determined in 1901 by Parke, Davis & Company 


Gas 


PARKE, DAVIS & COMPANY 
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